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In an old edition of Thomas’ work on gynecology; 
the following sentence occurs: “A guarded prognosis 
should always be made as to the time of recovery in 
pelvic cellulitis, for no amount of experience can 
foresee the course of the affection; whether the 
effused liquor sanguinis will disappear by absorption 
in three weeks; whether the discharge of one abscess 
will end the patient’s suffering; or whether a chronic 
induration will exist a great length of time.” 

The pathology of pelvic suppuration has under- 
gone some modifications since this was written, but 
the prognosis, unfortunately, remains practically the 
same. Many women have the so-called “chronic in- 
duration” which makes them confirmed invalids, and 
in many instances bedridden. Various operations 
have been devised for their relief, and various treat- 
ments. Perhaps no branch of gynecology has re- 
ceived more careful attention than the one we are 
now considering. It has been made the subject of 
dispute and is now far from settled. What one sur- 
geon approves of and practices, another derides and 
condemns, and yet the results of each may be the 
same. Under these circumstances it is apparent that 
any new method of dealing with this class of cases 
must of necessity be open to severe criticism before 
it is generally adopted. If to this is added the fact 
that such a method is attended with great technical 
difficulties the criticism becomes the more severe, and 
frequently it is condemned before it is even tried. 
Such has been the case with vaginal hysterectomy 
for pelvic suppuration. Inaugurated in France by 
Péan in 1886, it was received with opposition by the 
French surgeons, and it was only after repeated 
proofs of the efficacy of the method that it finally 
gained a foothold in Paris. At the present time it is 
the method of choice in cases of long-standing severe 
inflammatory disease of the appendages. The key- 
note of the operation is one word—drainage—guod, 
free, unobstructed, surgical drainage. The abdom- 
inal route has been studied to the point of exhaustion. 
It was entirely overlooked that the vaginal route was 
the logical one, and why? Simply because it had never 
occurred to anybody to remove the uterus which was 
in the way so that there should be a large, unobstruct- 
ed highway down which the pus could flow. So 
much care has been bestowed upon the appendages 
that the uterus escaped its share of attention. Not 
only is the uterus a mechanical obstruction in pelvic 
suppuration, but it also may be a constant source of 


future danger to the woman by reason of germs 
which it may contain, and which may excite active 
inflammation at asubsequent period. Many a woman 
has been celiotomized over and over again for inflam- 
matory trouble of the appendages without relief. Dr. 
Pryor, of New York, told me of a case in which celi- 
otomy had been done seventeen times by various 
surgeons. 

Jacobs’ summing up of the operation and its indi- 
cations is as follows: “Let us now review the indica- 
tions for vaginal hysterectomy, beginning with the 
most difficult cases of suppuration complicated with 
adhesions. There is pus in the dilated tubes, in the 
ovaries, in the adjacent cellular tissue. The uterus 
is fixed, and the coils of intestines are glued together 
above these lesions like a solid roof. In such a case 
celiotomy displays the adhesions, which can not be 
separated without opening the bowels, with a chance 
that we may reach the purulent focus limited by 
them, open, empty and drain it; and the result may 
be that the woman will slowly recover, or that she 
will have an intractable fistula. Often we are con- 
fronted by a similar condition in which the pelvis is 
occupied by adhesions, in the middle of which the 
uterus is imprisoned, and yet without the presence of 
purulent foci. In such cases, owing to fear of acci- 
dent, the surgeon is induced to relinquish the opera- 
tion as an exploratory incision. It is, of course, 
always possible to finish the operation, but we have 
to consider the life of our patient. In just these 
cases vaginal hysterectomy gives results little short 
of marvelous—not wholly without danger, but with a 
security far greater than the abdominal. The collec- 
tions of pus are opened into the vagina without infect- 
ing the peritoneal cavity; the adhesions are severed 
if possible, but should the finger encounter too great 
resistance they are abandoned and in a few days they 
will soften and become absorbed. In pelvic suppura- 
tion, and with extensive complicated adhesions, both 
equally formidable for the celiotomist, vaginal hys- 
terectomy is triumphant.” 

Recently it has been the practice of many surgeons 
to remove the uterus as well as the appendages at 
their celiotomies, for suppurative disease, and the rea- 
son was because they found that their patients did 
not all get well when they removed only the append- 
ages. Pathologic changes of the uterus certainly 
demand as much attention as those of the append- 
ages. Possibly the reason they have been overlooked 
heretofore is the difficulty of recognizing their pres- 
ence. A uterus affected with metritis, and not giving 
rise to any enlargement, is difficult of diagnosis. In 
comparatively simple cases the uterus and the 
appendages can be removed by the abdominal route 
very much more easily, and perhaps very much more 
quickly, than by the vaginal route; but to compen- 
sate for these advantages the degree of shock attend- 
ing the vaginal operation is insignificant; added to 
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this is the fact there is no possibility of subsequent 
ventral hernia which makes the life of the patient 
so uncomfortable. In the operation of vaginal hys- 
terectomy, the bowels are neither seen nor touched 
until the end. Special emphasis must be made in 
regard to the lesser degree of shock; it is one of the 
strongest arguments in favor of the operation. 

In those cases in which pelvic suppuration is com- 
plicated with rectal, vesical or intestinal fistule, vagi- 
nal hysterectomy is the operation of choice. A 
celiotomy under such circumstances is always dan- 
gerous; but by the vaginal method the peritoneum 
is not soiled; the discharges flow down a natural in- 
cline, and the fistula closes by itself. The conditions 
are favorable for such a result, the healing being 
aided by cicatricial contraction of the pelvic contents 
en masse. It is rare that a secondary operation is 
needed. How great this cicatricial contraction is, 
may be inferred by the fact that in one of Ségond’s 
cases, in which all the feces were passed per vaginam, 
complete closure of the fistula occurred spontaneously 
after a vaginal hysterectomy. But perhaps the most 
wonderful result of vaginal hysterectomy is the 
immediate disappearance of the inflammatory masses. 
There is no doubt whatever about this. The expla- 
nation is probably to be found in the excellent drain- 
age and in the removal of the cause. There is no 
reason why cicatrization should be any different from 
that in any other part of the body. An almost anal- 
ogous condition is to be found in appendicitis. Be- 
fore operative methods were in vogue in treating this 
disease, its frequent recurrence was its most distress- 
ing feature; the appendix removed, the patient got 
well. Whether or not leaving behind the append- 
ages, or parts of them influences the final result is 
perhaps at present unsettled; in most instances, 
however, it is feasible to remove them with the 
uterus. 

And now a word in regard to the objections to the 
operation. It has been contended that it is unsur- 
gical, that it is brutal, that it is blind, and that it is 
unsafe. Furthermore, it has been contended that 
hemorrhage is likely to oceur during the operation; 
that the ureter and the viscera may be wounded. In 
regard to the first of these objections, it is not nec- 
essary tosay much. They have been raised by men 
who know but little about it, and who have never 
seen it done properly. To see a skillful surgeon per- 
form the operation is a pleasure. The steps are care- 
fully followed; there is noembarrassment; there is 
no hemorrhage; and the operator sees exactly what 
he is doing at each step. The fundamental principle 
of the operation is never to work at haphazard. It 
is not a blind operation. If the operator hasa hem- 
orrhage it is his fault; if he makes a misstep he is 
lost, and he must be a skillful man if he would 
recover himself. The laws which govern the proced- 
ures must be as rigidly followed as an algebraic 
formula, otherwise there is no security against mis- 
hap. Heretofore, the operation of vaginal hysterec- 
tomy has been to get the uterus out in the best and 
quickest way possible, each individual operator hav- 
ing perhaps his own method, there being no special 
rules laid down, beyond the incision of the vaginal 
attachments and the securing of the broad ligaments. 
No one before Péan attempted to remove the uterus 
piecemeal, although the simplicity of the thing is 
evident on reflection. 

In regard to wounding the bladder or rectum, it 


may be said that this occurs not more often than in 
celiotomy with a skillful operator, probably not as 
often. Ségond has done the operation 400 times and 
he never lost a patient from hemorrhage. He opened 
the bladder three times; the wound was sutured at 
once and recovery followed. Nine times the rectum 
was opened; three times it was accidental, six times 
there was a preéxisting fistula; of these, two died 
several months after the operation from pulmonary 
tuberculosis; a third still had a small fistula, but it 
was a recent case; the other six recovered sponta- 
neously without interference, notably the case already 
cited of the woman who passed all her feces per vagi- 
nam before the operation. Ségond in all his 400 
cases never clamped the ureter once. Heuses a 
special incision in incising the vagina, which gives 
more room and at the same time allows the ureter to 
slip away from the bite of the forceps. The viscera 
can not be injured if the retractors of the Péan 
model are used. They are long, flat blades which 
raise the bladder and rectum away from the cutting 
instruments, and 1f properly used are an absolute 
safeguard against accident. 

Statistics are unsatisfactory and to many they are 
no proof; yet in what other way shall we judge the 
merits of anew method? Jacobs’ are among the best. 
He has done the operation of vaginal hysterectomy for 
double inflammatory diseases of the appendages 166 
times; he had 162 recoveries and 4 deaths—a mor- 
tality of 2.4 per cent. On analysis we find that in 
113 there were double purulent collections; of these 
111 recovered and2 died—a mortality of 1.8 per cent. 
The bladder was perforated twice, the intestines 
once; the opening was closed and no fistula resulted. 
In ninety-eight of these recoveries the patient was 
followed for a period varying from one to four years ; 
eighty-eight were absolute cures; of the others a few 
suffered somewhat from vesical disturbances due to 
adhesions, and a few from pelvic pain; a few were 
not relieved at all. 

Péan’s results are even better. His first 150 cases all 
recovered with but one exception; she was moribund 
at the time of the operation. But perhaps the most 
instructive cases are those of Landau’s. He always 
does celiotomy when there appears to be a chance 
of succeeding, reserving the more difficult operation 
of vaginal hysterectomy for those cases of suppura- 
tive disease which, if attacked by the abdominal 
route, would prove perilous to the patient. “These 
are cases complicated with rupture of the tube into 
the bladder, rectum, or intestine; reference also is 
made to multip!e abscesses which are intra- or extra- 
peritoneal.” He has done thirty cases of this sort 
without a single death. It is questionable if statistics 
of celiotomy can compare favorably with these. 

In a short paper of this kind anything but a brief 
description of the operation is impossible. In the 
first place, a word about clamps. In a case of adher- 
ent uterus they must be used; ligatures will not do 
on account of the impossibility of securing them 
properly beyond a certain depth in the vagina. But 
in cases in which the uterus is low down, for instance, 
a retroversion with disease of both ovaries requiring 
removal, ligature holds the preference because of the 
greater comfort to the patient. Dr. E. W. Cushing, — 
of Boston, has devised a method of ligating the broad 
ligament which | would like to refer to here because 
of its neatness, and beause it avoids entirely a slough- 


ing stump in the vagina. After amputating the uterus, 
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which in a simple case can be done in a few minutes, 
he draws down the broad ligament of one side into 
the vault of the vagina. Then he passes his needle 
through the upper edge of the vaginal incision near 
the outer angle, and then encircles the uterine artery, 
which has been temporarily held by aclamp; he then 
finishes the stitch by emerging at the lower edge of 
the vaginal incision. The uterine artery is thus 
firmly ligated, and at the same time the ligature 
closes over the stump of the broad ligament by 
approximating the lower and upper edges of the 
vaginal incisions. The rest of the broad ligament is 
secured in the same way, on each side, by additional 
ligatures, two or three more being required. The 
ovarian artery is ligated separately. By this means 
the vault of the vagina is closed with the exception 
of asmall hole through which a piece of iodoform 
gauze is thrust for drainage. Necessarily this method 
is applicable only to those cases in which there is no 
pus. In cases in which the uterus is adherent and 
high up, and in which there may be pus on one or both 
sides, the following method of operating is the one to 
be adopted : 
Briefly it may be described as having three stages ; 
1, removal of the inferior segment of the uterus; 2, 
removal by morcellation of the anterior wall of the 
uterus; and 3, eversion anteriorly of the stump. 
The patient lying on the back, four retractors are 
put in position, one on each side, and one anteriorly 
and posteriorly. The cervix is now seized witha 
bullet forceps and a circular incision is made around 
the cervix; an additional incision is made on each 
side parallel to the lower border of the broad liga- 
ment, two-thirds of an inch long; it gives more room 
and protects the ureter. Directly the incision is 
made, the top of the anterior retractor is forced into 
the wound and pulled upward and backward along 
the cervix. The sectioned tissue yields a good deal— 
surprisingly so in fact—and it is just this maneuver 
that makes the Péan instrument of so great value. 
While the retractor is pulling back the tissue, blunt- 
pointed, curved scissors separate by short snips 
the attachments between the bladder and uterus; 
with each snip of the scissors the retractor takes a 
fresh hold, being introduced iuto the part just cut by 
the scissors. The finger will sometimes help a great 
deal in the dissection. Having separated as much as 
ssible in front, the same should be done behind. 
he forefinger of the left hand is now placed on the 
anterior surface of the cervix and glides along out- 
ward toward the base of the broad ligament? it pene- 
trates between the anterior peritoneal fold and the 
ligament proper and pushes aside the ureter. The 
same is done behind. Then two fingers grasp the 
broad ligament and serve as guides to the first forceps, 
which seizes the ligament at least an inch from its 
lower border. The ligament is then cut the whole 
length of the forceps close to the uterus; the same is 
done on the otherside. The cervix is now split trans- 
versely from side to side up to the point of the for- 
ceps; two flaps are thus made, an anterior and a 
posterior. The posterior flap is now amputated and 
strong forceps seize the anterior flap and pull it 
downward; the uterus begins to roll anteriorly, 
thanks to the void which has been created behind by 
the amputation of the posterior flap. At the same 
time fresh separation is effected between the uterus 
and the bladder. The anterior flap is then amputa- 
ted. If the uterus is not very adherent it may be pos- 


sible to make two more flaps which are amputated in 
the same way after preliminary hemostasis of the 
broad ligament. But if the uterusis very adherent, 
the rest of the operation deals with the anterior wall 
of the organ. Placing a bullet forceps on each side 
of the canal, the stump is pulled down as much as 
possible and separation effected between bladder and 
uterus, After separating as much as feasible, the 
anterior uterine wall is morcellated in the median line 
in small pieces. The part removed should include all 
the tissue down to the uterine cavity. Two more bullet 
forceps are now inserted on the upper parts of the 
edges of the excavation; renewed traction is made, 
more denudation effected and morcellation carried 
higher up. By repeating the process the peritoneal 
cavity is reached. The uterus may now be hooked 
with the finger and everted anteriorly with ease. It 
is asimple matter to clamp the rest of the broad 
ligament and to remove the organ. In many in- 
stances the appendages are dragged into the vagina 
and are clamped separately. 

If, during the operation, a pus sac has been opened, 
the operator waits until the flow ceases, then washes 
out the cavity and proceeds exactly as before. But if 
it has not been opened, it must be searched for 
with the finger, for, if undiscovered, it will cause 
further trouble. 

When it is possible to remove the appendages it is 
proper to do so; otherwise they may remain behind 
and in the majority of cases will cause no trouble. 

The dressing consists of iodoform gauze placed 
above the tips of the forceps and between them and 
the vaginal walls. The forceps are removed in forty- 
eight hours; the gauze not until the sixth day. Pain 
is controlled with morphin, and in three weeks the 
patient is up. 

The following case which came under my notice is 
typically illustrative of the sort of patient that is 
cured by vaginal hysterectomy: | 

M. J., 29, 2-para, was admitted to the Broca Hos- 
pital Aug. 12, 1894. Ever since her last confinement, 
three years before, she had been suffering from in- 
flammatory pelvic trouble which had confined her to 
bed most of the time. The longest period of qui- 
escence was three months; the rest of the time she 
had been practically bedridden from pain and pros- 
tration. She had had four attacks of pelvic perito- 
nitis which were severe, the last one eight days before 
entering the hospital. Examination showed a uterus 
which was fixed, immovable, and surrounded by 
inflammatory adhesions; on the right, a. mass the 
size of a good-sized fist filling the pelvis and imping- 
ing on the rectum; on the left, asmaller mass. Vagi- 
nal hysterectomy was done by Pozzi’s first assistant, 
Dr. F. Jayle. No pus was found. There was no shock 
to speak of, although the operation lasted over an 
hour. In three weeks the patient was completely 
well, suffering no pain and walking about. 

I had examined the woman before the operation 
and easily made out the large masses; when I exam- 
ined her again, three weeks after the operation, I was 
astounded to find that on the left side almost nothing 
remained, and that on the right side there was only 
a mass the size of a small hen’s egg. She told me 


that she was perfectly well and she looked so, and 
yet both ovaries and tubes remained behind. 

Ican not refrain, in conclusion, from referring 
briefly to the further scope of the vaginal route in 
dealing with pelvic diseases. 


In the pre-antiseptic 


5 
| 
| 
| 


304 


OOPHORO-SALPINGOTOMY. 


[ Avausr 24, 


days it was the only route, and the impunity with 
which ovaries could be removed through an incision 
in Douglas’ pouch served to put Battey’s operation 
on a sound basis. Not only were ovaries of nor- 
mal size removed in this way, but also tumors of 
considerable size. Dr. W. H. Baker, of Boston, 
assures me that before the celiotomy period he had 
several times removed a dermoid or other cyst of 
the ovary through an incision behind the uterus. 
Perhaps the most prominent advocate of the vaginal 
route in this country is Dr. Polk, of New York. It 
was a pleasure, a few weeks ago, to see him operate on 
a woman who had a cyst of the right ovary the size 
of a hen’s egg. Her left ovary had been removed 
some time previously by celiotomy and she was much 
averse to having her abdomen opened again. Most 
women would be. An incision was made in the pos- 
terior vaginal wall close to the uterus, and the peri- 
toneal cavity was soon reached. By means of two 
large retractors, made after the Ségond model, the 
operative field was clearly exposed and the cyst 
brought into view. A few adhesions were readily 
freed with the finger and the cyst aspirated. The sac 
was then grasped with a fenestrated forceps and re- 
moved. It proved to be a cyst of only a portion of 
the ovary. Enough of the ovary was left behind to 
assure the continuance of the catamenial flow. A 
bit of gauze was thrust into the wound and the patient 
put to bed. The operation took perhaps fifteen min- 
utes to perform. 

Dr. Polk told me that he treats extra-uterine preg- 
nancy in the same way. He never fears hemorrhage, 
for it is asimple matter to clamp the ovarian artery 
which supplies the sac. His method is to introduce 
his forceps along the finger as a guide; to pierce the 
middle of the broad ligament with one jaw of the for- 
ceps, while at the same time the forefinger seeks the 
top of the broad ligment and protects the intestines, 
preventing them from being caught in the forceps. 
The clots may now be turned out at leisure and the 
cavity washed out. There is no shock to speak of. 

In the same way, Jacobs, of Brussels, has removed 

a very large ovarian cyst, tapping it through the 
vagina and tying the pedicle, very much as in a celi- 
otomy. Fibroid tumors of the uterus can safely be 
removed through the vagina. Here the laws of mor- 
cellation as set down by Péan must be closely fol- 
lowed, otherwise the operator will be disappointed in 
his results. A skillful operator has a mortality of 
almost nothing. It has been shown that fibroids 
reaching even to the umbilicus may be safely remov- 
ed by this method. The mortality in 400 cases of 
fibroids of all sizes was 1.7 per cent. 
_ From these facts it seems as though, in the near 
future, there must be fewer celiotomies and more 
vaginal work. ‘The technical difficulties encountered 
in performing operations through the vagina will 
perhaps delay the adoption of the method for atime 
at least, but as the experience of those who are firmly 
convinced that it is the route of choice in selected 
cases accumulates, the vaginal route will become 
more and more popular, and will finally be assigned 
the place which rightfully belongs to it. 

22 Highland Street. 


PoraBLE SEA WatrEeR.—The salts may be removed 
from sea water by drawing it, by means of a vacuum 
pump, through a block of wood in the direction of its 
fibers.— Western Druggist. 


THE TREATMENT OF THE STUMP IN 
OOPHORO-SALPINGOTOMY—A 
NEW METHOD. 


Read in the Section on Obstetrics and Diseases of Women, at the Forty- 
sixth Annua! Meeting of the American Medical Association, at 
Baltimore, May 7-10, 1895. 

BY L. H. DUNNING, M.D. 

INDIANAPOLIS, IND. 

There are three serious objections to the method 
almost universally employed of treating the pedicle 
and stump in the operation for the removal of the 
Fallopian tubes and ovaries. They are: 

1. In consequence of many adhesions of the tubes 
and ovaries and the inelastic condition of the broad 
ligament, it is not infrequently difficult, indeed, im- 
possible to form a pedicle without producing so much 
tension upon the extremities of the stump as to ren- 
der them prone to retract and thus loosen the liga- 
ture,or even to pull away so far as to leave unprotected 
a raw surface, which is liable to bleed, or if the tis- 
sues do not retract, the tension may be so great as to 
induce cutting of the tissues by the ligature and 
thereby lead to oozing or active bleeding. Again, by 
the en masse ligature it is sometimes found impossi- 
ble to include the Fallopian tube near the uterine 
cornu. 

2. The constriction of the nerves included in the 
en masse ligature is a source of pain, which will some- 
times persist for many days or even weeks. 

8. An incised surface is left exposed to engender 
adhesions, which, if formed, result in painful action 
or occlusion of the bowels. This is a grave objection 
to the method and one generally acknowledged. The 
milder forms of adhesions are a prolific source of 
pain and obstinate constipation, so serious indeed, in 
some instances as to demand a second operation for 
their relief, while not infrequently the intestine wil) 
so adhere as to lead to ileus and death, if prompt 
interference is not instituted. Three cases of obstruc- 
tion of the bowels, the results of intestina] adhesions 
to the stump, have been reported to our local society 
within the last two years. One of the cases occurred 
in my own practice, one in the practice of a colleague 
in which I assisted in re-opening the abdomen, to find 
a coil of intestine so attached to the stump as to in- 
duce an acute flexion of the intestine and complete 
occlusion, and the third one resulted from an opera- 
tion done by a member of this Section. 

Various methods have been resorted to, to avert 
the danger of adhesions, such as the cauterization of 
the stump and cutting out a wedge-shaped piece from 
the distal end of the stump and turning the raw sur- 
faces in by sutures. That cauterization is not effi- 
cient is demonstrated by the fact that in two of the 
cases above reterred to this plan was adopted. It is 
seldom possible to turn in raw surfaces, because the 
ligatures can not be applied far enough away from 
the tubes and ovary to leave sufficient tissue beyond 
the ligature to make the procedure a safe one. 

For two years the writer has been earnestly striv- 
ing to devise some method that is safe and free from 
the objections of the en masse method. He does not 
claim to have found a method safe and applicable to 
all cases in which it is necessary to remove the tubes 
and ovaries. Ii does claim, however, that when the 


method he proposes is applicable it is far superior in 
its results to the older method. 

The method is as follows: after proceeding in the 
operation in the usual manner until the adhesions 
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-are so far broken up as to permit of the tubes and 
‘the ovaries being brought into view, the uterus is 
lifted up toward the abdominal incision by the instru- 
ment presented by the finger of an assistant making 
pressure through the vagina. A provisional ligature 
is thrown around the Fallopian tube, close to the 
uterus. With scissors, the tube is cut off beyond the 
ligature, the severed end is seized by the thumb and 
finger of the left hand, gentle traction is made upon 
it, while with a pair of blunt-pointed scissors or knife, 
the tube is cut away by severing the mesosalpinx 
close to the tube. After its removal, one or two small 
arteries will be found spurting. They may be caught 
with forceps and tied with fine catgut. The ovary 
may now be taken in hand and its attachments to 
the broad ligaments severed close to the organ. Here, 
if one or two small arteries spring, they should be 
securely tied. Now with a straight needle threaded 
with fine catgut, begin at the outer margin of the 
incised surface, and with a running stitch close in 
all the raw surfaces, using the Lembert stitch. 

This completed, tunnel out the uterine end of the 
Fallopian tube and close in the raw surfaces by one 
or two stitches of fine catgut. Then remove the pro- 
visional ligature. Proceed upon the opposite side in 
a similar manner. A dextrous and rapid operator 
will require from five to eight minutes to accomplish 
this work, if both sides are treated in the same man- 
ner. The writer has effected it in three minutes upon 
one side, It requires a slightly longer time than the en 
masse method, and this may be an objection to it in 
some rare instances, when rapidity of work is de- 
manded on account of the critical condition of the 
patient. 

The method is not easily applied, when for any 
reason the uterus can not be brought up near the 
abdominal incision. This may be the case when the 
operation is done during the acute stage of pelvic 
inflammation. In these cases, I question the propri- 
ety of energetic efforts to elevate the uterus. In two 
instances of this kind I have employed the method 
with satisfactory results, though through a somewhat 
longer incision than is necessary by the en masse 
method. When there are gross adhesions of the ap- 
pendages and the uterus, these should be broken up 
before the uterus is elevated. Ordinarily no difficulty 
is experienced in this procedure. The vagina should 
be disinfected before bringing the patient to the oper- 
ating room. Asa preliminary step, the stem may be 
introduced into the uterus by an assistant before be- 
ginning the section, and held in a position ready for 
use when the adhesions have been liberated. 

A large-sized urethral sound may be used instead 
of the elevator, or the finger of an assistant may ele- 
vate the uterus. The elevator I show, however, is 
superior to these means, for the reason that it gives 
better command of the position of the uterus. In 
two instances, I have employed this method without 
elevating the uterus. In such cases more difficulty 
was experienced in tying the arteries and in closing 
in the raw surfaces. For the latter purpose, short 
curved needles were used, carried by a needle holder, 
whereas when the uterus is elevated, a straight needle 
carried by the fingers is the preferable and the 
quicker course to pursue. The advantages claimed 
for the method are, that by means of it, the pain 
following the operation is much less than by the old 
method and there are left no exposed surfaces to en- 
gender adhesions. 


The writer has employed it now nine times with 
great satisfaction in each case. A brief history of 
four cases are given, to show that the method has a 
considerable range of applicability: 


Case i—Mrs. A. was operated upon at her home near 
Frankton, Ind., with the assistance of Dr. Coverly, of Frank- 
ton and Dr. H. FE. Jones, of Anderson, May 22, 1893. There 
were found on abdominal section, a small ovarian tumor 
upon each side, a pyosalpinx upon the right side and a ma- 
lignant disease affecting the omentum and mesenteric 
glands. It was found impossible on account of dense adhe- 
sions to lift the tumors out of the pelvis or to discover a 
pedicle. A circular incision was made around each tumor 
near the base, but only through the outer coat of the cyst 
wall. This incised portion was pressed downward and finally 
the hand slipped under the tumor, when it was lifted out of 
the pelvis and the left one delivered without rupturing. The 
right one was ruptured in attempting to deliver it through 
the abdominal incision. 

Two arteries spurted upon each side, and were secured 
with difficulty. The Fallopian tube upon the right side was 
severed near the cornu and was removed by cutting the 
mesosalpinx near the tube. Two small arteries were seized 
and tied and the raw surfaces turned in by two or three cat- 
gut sutures. There was quite an amount of oozing from 
surfaces caused by separating adhesions upon the right side, 
so strips of gauze were packed into the pelvis, effectually 
checking the hemorrhage. The malignant neoplasms could 
not be removed. The abdomen was closed in the usual way. 
The patient made an easy recovery from the effects of the 
operation. In this case the method greatly simplified the 
operation. It would, however, have been more difficult had 
we not employed a long incision. 

Case 2.—Mrs. B., a colored woman, was operated upon by 
abdominal section at the regular Wednesday clinic Oct. 17, 
1894, at the Indianapolis City Hospital in the presence of 
the hospital staff of assistants and about one hundred and 
fifty students. There were gross adhesions, After enncteatiog 
a small intraligamentous cyst from each side and a smal 
fibroid tumor from the uterus, one Fallopian tube was found 
to be distended by pus. The tube was so bound down by 
adhesions as to make it difficult to form a pedicle, so the 
cornual end was tied with catgut, the tube cut off beyond 
the ligature, the severed end seized and the mesosalpinx 
severed near the tube throughout its entire length. Buta 
single artery spurted. This was tied and the raw surfaces 
turned in asin the former case. The cornual end of the 
tube was tunneled out and the edges turned in and sutured. 
The patient made a good recovery. 

Case 3.—Mrs. C., aged 32 years, was operated upon by ab- 
dominal section at my private hospital March 14, 1895, in the 
presence of Dr. Potter and my assistants. This was a case 
of recurrent diffuse pelvic inflammation of many years’ 
standing. The uterus was retroverted and adherent. The 
tube and ovaries were prolapsed and adherent. After sepa- © 
rating the adhesions the uterus was elevated by an assistant 
making pressure from below with a finger in the vagina. 
The appendages were examined and those upon the left side 
found so much diseased that their removal was deemed ad- 
visable. They were extirpated with ease and expedition by 
the method described above. The fundus was anchored to the 
anterior abdominal! wall by two silkworm gut sutures passed 
through each horn of the uterus and up through the abdom- 
inal wall and fastened to a button upon the external surface 
of the abdominal wall. The ease with which the operation 
was done, the freedom from pain and the easy recovery of 
the patient were most gratifying. 

Case 4.—Miss D.,a young woman aged 23, was operated 
upon at my hospital April 24, 1895, in the presence of Dr. 

auk, of Cambridge City, Ind., and Drs. Pfaff and Ferguson, 
of Indianapolis. The case was one of diffuse pelvic inflam- 
mation of three months’ standing. There were many firm 
adhesions. The right tube and ovary were liberated and 
brought up with considerable difficulty. But little difficulty 
was experienced in sloveeng the uterus. The method as 
described was employed in all its details except that inter- 
rupted catgut sutures were used to close in the cut surfaces, 
and with the addition that the uterus was tilted to one side 
by making traction upon the provisional ligature. This, to 
some extent, facilitated the work. 

We found it necessary to tie but two arteries and the 
were small ones. The ease with which the complete remova 
of the ovary and the tube can be effected was well illustrated 
by this case. It would have been difficult if not impossible, 
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to have applied the en masse ligatures so as to have removed 
the whole of the ovary. 

This proved to be a pus case (pyosalpinx), and the 
wisdom of the provisional ligature and subsequent 
tunneling of the cornual end of the tube was exem- 
plified. The left Fallopian tube and ovary, though 
imbedded in adventitious tissue were when brought 
out of the incision and examined, thought not to be 
sufficiently diseased to demand their removal, so they 
were dropped back and the abdominal incision closed. 
The patient is making an easy recovery. 

In conclusion, I wish to say, that my experience 
with the method in the nine cases in which it has 
been employed has been most gratifying. The pain 
experienced by the patients has been much less than 
it has been in other cases in which the old method 
has been employed. There has been no case of sec- 
ondary hemorrhage or adhesion to the stump. In 
some instances, in which the patients are prone to 
hemorrhage, I should be cautious in employing it; 
indeed, I abandoned it in one case, where much hem- 
orrhage resulted in cutting the mesosalpinx. 

If the hemorrhage does not cease after tying the 
arteries, a pedicle can be easily made and the whole 
secured by the en masse ligature. In one or two in- 
stances after cutting away the tube, the mesosalpinx 
has retracted. Some trouble was experienced in se- 
curing the arteries. This occurrence may be avoided 
by seizing one edge of the severed mesosalpinx with 
a tissue forceps. I am sure if the method yields as 
good results in other hands as it has in mine, the en 
masse ligature will hereafter be employed only in 
special cases. 


THE ETIOLOGY AND TREATMENT OF IN- 
FLAMMATIONS OF THE UTERINE 
APPENDAGES. 


Read in the Section on Obstetrics and Diseases of Women, at the Forty- 
sixth Annual Meeting of the American Medical Association, 
at Baltimore, Md., May 7-10, 1895. 


BY AUGUSTIN H. GOELET, M.D. 


GYNECOLOGIST TO THE WEST SIDE GERMAN CLINIC, ETC, 
NEW Y 


For some years past the surgical tendency of the 
gynecologist has completely overshadowed the 
rational treatment of diseases of the uterine append- 
ages, and may be regarded as a confession of inabil- 
ity to cure; for it can no more be claimed that 
ablation of organs so important to the female econ- 
omy is a cure of the morbid process, than amputa- 
tion of a limb is a cure of the injured or diseased 
member. 

General surgery has passed this stage of whole- 
sale sacrifice of useful members, and to-day the sav- 
ing of an injured limb is more creditable to the 
surgeon than a skillfully performed amputation. 
Gynecology must soon pass this stage also, for the 
limit of extreme pelvic surgery has been reached and 
the sad plight of the woman (?) who has survived 
the removal of her ovaries, tubes and uterus is begin- 
ning to be realized. I venture to predict that the 
gynecologist who saves the greater number of tubes 
and ovaries within the next ten years will win greater 
renown than he who removes the most. Any one who 
has had experience with diseased appendages will 
admit that it is much easier to remove them than to 
attempt to bring about resolution of the morbid 
process and save them. The same is true of a badly 
crushed arm or leg. But which is the more credit- 


able procedure and which would you prefer to adopt, 
if the patient was your own wife or daughter? 

The contention is not that these inflammations of 
the tubes and ovaries can always be cured, but that 
it is frequently possible, and that unless immediate 
operative interference is actually demanded, the 
patient should be given the chance and the attempt 
should be made before submitting her to a radical 
operation. In view of the fact that treatment 
directed toward attaining this end does not militate 
against a subsequent operation for their removal, 
should it become necessary, but on the contrary, im- 
proves the chances of an ultimate successful result— 
it is a perfectly rational procedure and one -which 
should always be adop Remember, that once 
removed they can not be replaced. 

In the light of recent developments in the etiology 
and pathology of inflammations of the appendages, 
is not the removal of these organs without previous 
attempt at a cure or removal of the cause which may 
be operating to maintain such a condition, to be 
regarded as a serious error? It would certainly be 
more rational to institute measures, first, which will 
bring about a cure of any disease of the uterus or 
other pelvic organs which may be acting as a main- 
taining cause. It will be asserted that this is the 
course usually pursued and that no case is submitted 
to a radical operation unless it is absolutely certain 
that it is the proper procedure to be adopted. But is 
this strictly true? Is it not a fact that tubes and 
ovaries are being removed every day without any pre- 
vious effort on the part of the operator to cure the 
disease or remove conditions which may be produc- 
ing it? It may be true that not so many are sacri- 
ficed now as a few years ago, but they are still 
removed too often for disease which is amenable to 
patient and persistent treatment, or which may be 
cured by a minor surgical operation, involving no 
risk, such as curettage or- repair of a lacerated 
cervix. 

My purpose, in presenting this subject for your 
consideration, is to show how many of these condi- 
tions are curable where a radical operation is usually 
believed to be necessary, and I will relate briefly the 
histories of some cases, which are conspicuous exam- 
ples, substantiating this statement. 

It will not be possible, in a brief paper like this, 
to consider these conditions in other than a general 
way, for to go into the details of the different stages 
of the morbid process would consume too much 
time. 

Clinically, inflammations of the uterine appendages 
may be divided into salpingitis and ovaritis, for 
though they are often so intimately associated as to 
render their separation impossible, yet it is sometimes 
true that either the one or the other (tube or ovary) 
is more distinctly involved and demands separate 
consideration. It is quite impossible to institute 
rational and successful treatment without first ascer- 
taining both the direct and indirect cause of the 
morbid process. Usually, the cause of salpingitis is 
readily ascertainable, but that of ovaritis is often 
remote and obscure. It is evident, therefore, that it 


will be more satisfactory to consider them separately 
in outlining the plan of procedure to be adopted. 
Salpingitis will be divided into catarrhal, and that 
due to septic infection from the extension of a simi- 
lar inflammation from the endometrium. Catarrhal 
salpingitis may occur coincidently with a catarrhal 
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endometritis without previous existence of the latter, 
and occurs as a result of imprudence which precipi- 
tates suddenly and frequently a marked pelvic con- 
gestion or engorgement. In this respect it differs 
from inflammation due to septic infection as well as 
in another very important particular; viz., that it is 
less virulent and it is consequently more readily con- 
trolled. I believe that it seldom occurs as au acute 
inflammation but that in the beginning it rather par- 
takes of the nature of the, so-called, subacute process 
which is simply a hyperemia attended with hyper- 
secretion from the mucous membrane. As a result 
of continued and repeatedly provoked hyperemia, a 
chronic inflammation of the mucous membrane is 
developed which may eventually involve the deeper 
tissues and produce structural changes. It is possi- 
ble that the secretions may accumulate in the tube 
and produce distension, since the caliber of the uter- 
ine end of the tube becomes obstructed in conse- 
quence of edema and infiltration of the mucous 
membrane. The abdominal ostium must also become 
obstructed to permit distension and this occurs no 
doubt in a similar manner. Such tubes are fre- 
quently mistaken for pyosalpinx or hydrosalpinx and 
removed. I am satisfied that hydrosalpinx when 
formed on one side only, with the other tube in good 
condition and functionating, is frequently produced 
in this manner and is rather the result of chronic 
catarrhal inflammation than septic infection from 
the endometrium. Acute exacerbations may occur 
when the tube is the seat of chronic catarrhal inflam- 
mation which may readily be mistaken for a 
primary acute salpingitis. The process is rather 
a perisalpingitis due to an extension of the inflam- 
mation from the interior of the tube. Such 
cases may present to a most rigid examination 
all the appearances of inflammation due to septic 
infection, and the appendages are often found 
to be surrounded by exudation if the inflammatory 
process has been going on for some time. This is the 
difference, however,—it yields more readily to treat- 
ment. This may be due to the fact that the struc- 
tural lesions are not so extensive. 

As a proof of what has been said, we often find the 
appendages the seat of chronic inflammation and 
surrounded by more or less exudation in cases where 
there has been no chance for infection and there is 
no history of an acute stage having preceded it. 

On the other hand, inflammation of the tubes, due 
to septic infection will be ushered in by an acute 
inflammatory process of marked severity which must 
occur sooner or later after infection of the endometri- 
um and as aresult deep structural lesions occur early. 
When they are extensive and especially when due to 
gonorrhea! infection, there is little chance of pro- 
ducing resolution by any method of treatment. The 
inflammatory process, which first involves the mucous 
membrane by extension from the endometrium, rap- 
idly spreads to the muscular structure of the tube 
walls, and even to the peritoneal covering. The 
abdominal ostium is obliterated early and drainage 
into the uterus is prevented by infiltration of both 
the mucous membrane of the tube and the uterus, 
and also of the muscular structure. This obstruc- 
tion may or may not be permanent; this depending 
upon the extent of the lesions produced. Some 
authorities contend that the uterine end of the tube 
is seldom occluded, but that the obstruction due to 
infiltration may be overcome and the tube drained 


into the uterus. I believe that when the inflamma- 
tion has subsided in the tube and it has become dis- 
tended, the obstruction at the uterine end is often 
maintained by hypertrophy of the endometrium, sur- 
rounding the orifices of the tubes upon its surface 
and that it may be overcome by removing this con- 
dition. When this is possible and drainage can be 
maintained a cure is possible, though the function of 
the tube may not be restored. If, however, actual 
occlusion of the uterine end of the tube has occurred 
drainage can not be established and a radical opera. 
tion is imperative if there is much distension. Cases 
where the tube is bent upon itself, prolapsed and is 
adherent, come under this head. 

Ovaritis exists as an acute orchronic inflammation 
and is frequently a sequence of salpingitis, though it 
sometimes occurs independently of this condition. 
The lymphatics may convey infection directly from 
the uterus to the ovaries and thus septic inflammation 
may result there independently and without involve. 
ment of the tubes, though this is rare. 

The acute form may occur coincidently with sal- 
pingitis, being produced by the same causes, but a 
condition of hyperemia and hyperasthenia which is 
sometimes regarded as an inflammation, frequently 
results from imprudences during menstruation, too 
frequent and excessive coition, ungratified sexual 
excitement and constipation. 

Structural changes, characteristic of chronic inflam- 
mation, may result from the acute stage, but chronic 
ovaritis does not often follow the acute process. 
Most frequently it begins insidiously and develops 
gradually from this condition of hyperemia. Prob- 
ably one of the most frequent causes of chronic 
ovaritis is laceration of the cervix during parturition 
with consequent infection through the medium of the 
lymphatics which are well known carriers of infection, 
It is a well established fact to my mind that this 
lesion, if unrepaired, is a constant source of irrita- 
tion which reflects upon the ovaries and maintains 
in these organs a state of hyperemia and hyper- 
esthesia. Further on, I will relate several instances 
of this kind, where a cure was effected by repair of 
the cervix. 

Chronic ovaritis may exist as a condition of 
atrophy, hyperplasia or cystic degeneration, but the 
term is most frequently applied to a condition of 
passive hyperemia which, if unrelieved, may result 
in hyperplasia. This may be produced by the causes 
mentioned above or by any other source of irritation 
of the uterus, such as endometritis or growths within 
the uterus, especially if located in the cervical cana] 
such as small polypi. Fissures of the anus, ulcera- 
tion of the erg and chronic proctitis are also 
frequent causes of ovarian irritation and h 
which are often overlooked. Pree 

Any treatment, which has for its aim the establish- 
ment of drainage of diseased tubes into the uterus 
the removal of the hyperemia and infiltration and 
the absorption of the surrounding exudation may be 
regarded as a perfectly rational procedure, and one 
which should be adopted, when possible, in preference 
to their removal. If this object can be accomplished 
(and it is frequently possible), a cure may be effected 
and the woman will be restored to a life of usefulness 
and happiness. 

If this much will be admitted, the principal thing 
to be considered is the best manner of accomplishing 
this result. 
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When salpingitis is found to be associated with a 
severe type of chronic endometritis, with an hyper- 
trophied or granular condition of the mucous mem- 
brane, the first step in the treatment should be 
dilatation of the canal, thorough curettage of the 
cavity of both the body and the cervix, followed by 
- packing with iodoform gauze to secure thorough de- 
pletion and drainage. Especial care must be observed 
in removing the hypertrophied membrane from the 
vicinity of the internal os and both cornua. This 
latter is best secured by using a small size curette 
which will reach up in the angle at the entrance of 
the tube and should be employed after the cavity has 
been gone over by an instrument of larger size. The 
removal of these granulations or hypertrophied ele- 
vations of the mucous membrane about their orifices 
facilitates drainage from the tubes in the same man- 
ner as removing the superfluous granulations about 
the entrance of a fistulous canal. They obstruct 
drainage in the same manner. A sharp curette may 
be required for removing the hypertrophied tissue at 
the internal os. The extent of dilatation required is 
not nearly as great as is usually considered necessary. 
A moderate dilatation under anesthesia gradually 
accomplished by means of the steel dilator, sufficient 
for the easy introduction of the curette, is all that is 
necessary. The gauze packing, if carefully done, will 
effect still further relaxation. Divulsion is unneces- 
sary and should never be done. 

The technique of the operation is important and is 
as follows: the vagina and vulva are first rendered 
aseptic, then after sufficient dilatation has been ac- 
complished the double current irrigator should be 
introduced and the cavity thoroughly cleansed with 
either a solution of bichlorid (1 to 4000), or what I 
often prefer, a1 per cent. solution of lysol (hot). 
Then the cavity is curetted and again irrigated with 
the same solution until all oozing has ceased. The 
cervix is now fixed by adouble tenaculum and a strip 
of 20 per cent. iodoform gauze, the absolute sterility 
of which has been previously assured, is introduced 
by means of a long applicator forceps, here shown, 
and carried well up into both cornua, the cavity filled 
and the cervical canal also. The gauze is cut into 
strips one yard long, and three-fourths to one inch 
wide. Usually, the whole strip can be packed into a 
uterus of moderate size. The vagina is then filled 
with wider strips of the same gauze and an aseptic 
pad is placed against the vulva. The patientis to be 
confined to bed while the gauze remains in the uterus. 
Usually, a week is sufficient for this part of the treat- 
ment. Instead of permitting the gauze to remain 
undisturbed in the uterus for several days, which is 
the practice of some gynecologists, I deem it neces- 
sary to remove it every twenty-four hours, at least; 
for it ceases todrain when the gauze in the vagina 
becomes saturated. Upon removing it, the cavity of 
the uterus should always be irrigated with a hot 1 
per cent. lysol solution and the gauze is re-applied 
as described above. 

Let it be understood, both by the physician and 
the patient, that the operation and the subsequent 
gauze packing is only to be regarded as a preliminary 
step in the treatment, and that it is necessary to 
maintain free drainage from the uterine cavity and 
tubes, remove all sources of irritation and institute 
measures which will promote absorption of surround- 
ing exudates and relieve the engorgement of the 
pelvic vessels. To accomplish the first end, a patu- 


lous condition of the cervical canal must be pre- 
served and the uterine cavity must be kept free from 
all débris, such as small clots and particles of mucus, 
which, if retained, would be a source of irritation. 
This is accomplished by the occasional introduction 
of a small (clinical) irrigator and washing out with 
ai per cent. solution of lysol; or Thiersch’s solu- 
tions may be used if an astringent action is desired. 
I never use anything else and never employ iodin or 
carbolic acid in these cases. If the canal becomes 
too much contracted to permit the easy introduction 
of the irrigator, it is connected with the negative pole 
of the galvanic current as an electrode and about 10 
milliamperes turned on. This will facilitate its in- 
troduction and if the current is allowed to remain on 
during the irrigation it exerts a stimulating action 
upon the endometrium through the medium of the 
liquid projected through the irrigator. 

The second object (the absorption of exudates and 
the restoration of the normal circulation of the pel- 
vis) is accomplished by the persistent application 
of the faradic current of high tension, made suffi- 
ciently stimulating to suit individual cases. I know 
of no better way of accomplishing this end and noth- 
ing which i have employed has given such prompt 
and satisfactory results. It serves a double purpose 
in these cases, since it not only quickens the capil- 
lary circulation and hastens absorption, but by stim- 
ulating contraction of the tube walls and the uterus, 
it favors evacuation of the tubes into the uterus and 
empties the uterus as well. 

In some of these cases it is better to institute some 
preparatory treatment before the operation which 
will relieve the extreme sensitiveness, lessen the sur- 
rounding congestion and remove the infiltration and 
exudation, and for this purpose I employ the fine 
wire faradic current to great advantage. At the same 
time, the bowels should be kept relaxed and the pa- 
tient’s diet and digestive apparatus must be regulated. 

Under this plan of treatment it has frequently 
happened that tubes which were considerably distend- 
ed have been evacuated while the gauze was in the 
uterus and they have not refilled. In other cases 
evacuation does not occur until after the packing 
has been discontinued and the stimulation of the 
faradic current is employed. The probable explana- 
tion is, that in some instances, the barrier to drain- 
age from the tubes is infiltration of the tube walls, 
or the pressure of surrounding exudation, which is 
removed by this latter method of treatment. Faradic 
stimulation here promotes the evacuation of the tube 
into the uterus, by exciting contraction of the tube 
walls, which is vermicular and in the direction of the 
uterus. 

When salpingitis is associated with a simple ca- 
tarrhal endometritis, curettage is not needed. The 
occasional introduction of a conical dilating elec- 
trode connected with the negative pole of the galvanic 
current (10 to 15 m.) to render the canal free, and 
favor drainage from the uterus, together with fre- 
quent applications of the fine wire faradic current to 
relieve engorgement of the pelvic vessels and pro- 
mote the remova! of infiltration of the mucous mem- 
brane will give satisfactory results in the majority 
of cases. When the secretion is abundant and does 


NOTE :—In a paper which I read recently before the New York Acad- 
emy of Medicine upon the “ Physiologic Effect of Periodic Iaduced 
Currents,” the exact manner of their action in bringing about these re- 


clearly explained.—See American Medico-Surgical Bulletin, 
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not drain away readily, it will be better to irrigate 
the cavity twice a week with a warm lysol solution 
by means of the small clinical irrigator, followed 
each time by faradic stimulation with the fine wire 
current. This may done at the office and after a short 
rest the patient may be permitted to return home. 
It is astonishing what immediate and lasting relief 
this treatment affords the patient. If she comes 
into the office with a dragging sensation in the pelvis 
and a tender painful condition about the uterus she 
is immediately relieved by washing out the uterus, 
because the source of the irritation, retained secre- 
tions within the uterus, has been removed. Fre- 
quently the symptoms do not return for several days. 

Some care is necessary, however, in carrying out 
this treatment, to avoid provoking undue irritation 
in introducing the irrigator and washing out the 
uterus. No force should be employed, but first as- 
certaining the direction of the canal, the instru- 
ment is inserted as far as it will enter readily which 
is usually up to the internal os, then the current is 
turned on and it is allowed to slip in under very 
gentle pressure. The irrigation should be continued 
until it is absolutely certain that everything has been 
washed away and the cavity is clean. Then the in- 
flow of the solution must be stopped and that remain- 
ing in the cavity of the uterus must be permitted to 
drain away through the return flow tube of the irri- 
gator before it is removed. The cavity is thus left 
perfectly clean and empty. 

The treatment of ovaritis consists in removing the 
source of irritation or the cause when ascertainable, 
as far as possible. When it is associated with and 
dependent upon an endometritis or salpingitis, these 
should be treated in the manner described above. 
When dependent upon an injured or diseased cervix 
it must be repaired or removed. If it is found that 
the rectum is the seat of disease, or there is fissure of 
the anus, it must be cured before we can expect to 
relieve the ovarian irritation. 

Relief of the symptoms may be afforded by treat- 
ment directed to the ovary alone, but it will only be 
temporary and not permanent until the cause of the 
irritation is removed. 


Ba 
I recall many instances where patients suffering 


with ovaritis have been brought to me by their phy- 
sicians who had employed electricity for months 
without permanent benefit, and it has been found that 
the cause of the condition has been disregarded and 
overlooked. 

In employing this agent in the treatment of ovari- 
tis, the preference is to be given to faradization in 
the majority of cases, because it affords quicker re- 
lief of the pain and the result is more satisfactory, 
especially if the condition is one of hyperemia with 
infiltration or exudation. In conditions of hyper- 
plasia, galvanism or a combination of the faradic 
and galvanic currents is more appropriate and gives 
better results. In employing the galvanic current for 
these conditions a moderate strength continued for a 
longer time produces the best effect 

The importance of discriminating in the choice of 
the current to be employed in certain conditions of 
ovarian inflammation, as well as the necessity of re- 
moving the cause of the irritation, is well illustrated 
in the following case: 


Case 1—The patient, a young girl of 18, had been for over 
a year under the care of a prominent ir gases te in New 
York for ovaritis. During this time he had persistently em- 


ployed the galvanic current, and failing to derive any bene- 
fit therefrom he suggested removal of the ovary as the onl 
possible means of relief, She was then brought to me an 
began to show immediate improvement when the fine wire 
faradic current was substituted. But no permanent benefit 
was obtained until the rectum and anal orifices were re- 
stored to a normal condition. The cause of the ovarian irri- 
tation and hyperemia proved to be an inflamed rectum, with 
fissure of the anus, associated with obstinate constipation. 
Two years have now elapsed, there has been no return of the 
trouble and the patient is in excellent health. 

The digestive apparatus is often at fault in these 
cases and constipation is frequent and annoying. 
There is no doubt that this is a prolific cause of ova- 
rian irritation and inflammation which is often over- 
looked or disregarded. 

Malnutrition, which may be attributed often to 
disorder of the digestive apparatus, brought on by 
improper food, is also indirectly a cause of ovaritis 
and is to be counteracted by careful attention to the 
diet and the state of the excretory organs. 

A congestion of the ovary may be maintained by 
interference with its circulation, due to the pressure 
of an exudation in the broad ligament, which may be 
removed by stimulating absorption with the fine wire 
faradic current. 

A condition of atrophy of the ovary is frequently 
produced by the pressure of exudation which inter- 
feres with its circulation and function, and is often 
associated with either absent or very scanty and im- 
perfect menstruation. It may be cured if the exuda- 
tion can be removed and the menstruation restored 
to normal activity, if it has not existed for too long a 
time. 

Cystic degeneration of the ovaries is very rarely 
benefited by any form of treatment, and if the symp- 
toms are persistent and are sufficiently annoying to 
warrant it they should be removed. This is a con- 
dition, however,which is difficult to diagnose without 
inspection. 

If a septic inflammation of the ovary has pro- 
gressed to that point where an abscess has developed, 
its prompt removal is the only course to be adopted, 
and neglect to do so is as unwarranted as a hasty 
operation in other conditions when it is not neces- 


Ungratified sexual desire has been stated as a cause 
of ovarian irritation and inflammation, and there is 
no doubt that it exists in some instances without the 
knowledge of the woman so afflicted. A case which 
serves as a forcible illustration of this was related to 
me by a gynecologist of some prominence in New 
York: 


Case 2.—A lady of refinement and education who was left 
a widow after several years of married life, without children, 
developed a most intense ovarian irritation and inflamma- 
tion which gave rise to so much suffering as to make her an 
invalid. Everything possible had been done for her by dif- 
ferent specialists whom she had consulted but with no bene- 
fit. She was advised and urged to have her ovaries removed 
and finally consented to the operation, if after an antici- 
pated trip and rest abroad she was no better. On the 
steamer going over she chanced to meet a gentleman of 
whom she became very much enamored. hey became 
engaged and on her return to New York she hastened to ask 
her physician if her condition should prevent her from mar- 
rying, and if marriage would aggravate her condition and 
cause greater suffering. He discouraged her and advised 
against it, believing that it would be worse for her. He 
again urged her to have the operation performed. Much to 
his surprise, a month or two after this he received an invita- 
tion to her wedding. Meeting her there she explained that 
she had not taken his advice because she was so deeply in 
love with the gentleman that she had determined to take the 
chances and if she became worse, afterward, with his consent, 
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she would have the operation performed. Several months 
elapsed before he again saw her, during which time they 
were absent from the city. She then told him that from the 
time they were married she ceased to suffer and was now per- 
fectly restored to health, which her appearance made quite 
manifest, and asked him if he could in any way explain her 
cure. He suggested the cause of her suffering which had 
been removed, but she disclaimed any knowledge whatever 
of the existence of any such cause. 


The following case shows that an intractable inflam- 
mation of the ovary may be overcome by restoring a 
normal condition of the uterus and cervix which was 
the cause : 


Case 8.—Mrs. B., age 35, married at 17, two children, the 
last 12 years old, came to my clinic in May, 1893, suffering 
with intense pain in the left ovarian region. The left ovary 
was enlarged to about the size of a walnut and there was 
chronic metritis and endometritis with an old laceration of 
cervix and cystic degeneration. The pain in this case was 
relieved temporarily by faradization, but returned with the 
same severity whenever treatment was discontinued. The 
patient’s general health improved greatly while under 
treatment, but as no permanent benefit tothe ovarian con- 
dition was obtained, I feared that I would be obliged to 
remove the ovary. Before doing so, however, I curetted the 
endometrium and repaired the cervix, being particular to 
remove all the diseased tissue possible. Upon getting up 
after the operation she was overjoyed to find that she no 
longer suffered pain in the ovary and there was no return of 
it. Within three months she became pregnant, though she 
had been sterile for twelve years, and subsequently was de- 
livered at term. She has suffered no inconvenience with 
the ovary since and it is about normal in size. 


The next case,one of fixed retroflexion,cervical lacer- 
ation with metritis and endometritis, salpingitis and 
ovaritis resembling cystic degeneration, illustrates 
what may be accomplished by patient and persistent 
treatment and restoration of a normal condition of 
the cervix: 


Case 4.—Mrs. T., age 33, married fifteen years, mother of 
three children, last 7 years of age, was sent to me by her 
physician in Columbia,8. C., October, 1893. Her ill-health 
dated from the birth of the last child, which was followed by 
ae peritonitis due to septic infection following labor. 

‘hen she first came under my care she could not walk a 
block without great fatigue and suffering; she was anemic 
and her general health was greatly impaired. 

Examination revealed an immovable retroflexed uterus, 
surrounded by exudation, both tubes and ovaries involved, 
a bad metritis and endometritis with bilateral laceration of 
the cervix and laceration of the perineum. 

omy had been advised, as the only possible means of 
relief. 

The treatment instituted was fine wire faradization daily, 
and drainage from the uterine cavity, promoted by the ap- 
plication of negative galvanism to the canal. Later, when 
the uterus was rendered movable and could be replaced, a 
soft whalebone pessary was introduced. Six weeks after be- 
ginning treatment the cervix and perineum were repaired. 

he period occupied in the treatment was three and one-half 
months. At this time she was able to return home and was 
directed to have the faradic application continued twice or 
three times a week. She was able to walk a considerable 
distance without fatigue or without suffering any pain or in- 
convenience in the pelvic organs, and was then wearing a 
hard rubber pessary. She continued to improve and within 
a year after she had entirely regained her health and 
strength. 

The next case shows how pelvic exudation may be 
removed by faradic stimulation unaided: 


Case 5.—Mrs. L., age 37 years, one child twelve years be- 
fore and one miscarriage, six years before, came to my clinic 
in 1893. Menstruation consisted only of a few drops and 
was attended with great pain. She could walk only with 
the greatest discomfort, the slightest jar giving her great 

ain. Examination revealed the pelvic organs absolutely 

xed by exudation. The diagnosis was 
chronic metritis and salpingitis and ovaritis with exudation. 
There was an old laceration of the cervix with cystic degen- 
eration, Under faradization alone, nothing else being em- 
ployed, the pain was immediately relieved and within a few 


months the exudation had disappeared and the uterus was 


movable. Subsequently the cervix was repaired, the dis- 
eased tisue being carefully removed. The patient is now in 
excellent health and menstruation is free from pain and 
more normal in amount. The uterus is freely movable. 
Examination under anesthesia at the time of the operation 
showed no abnormal condition of the appendages remaining. 


Case No.6, illustrates the benefit to be derived from 
curettage and gauze packing, in securing drainage of 
distended tubes into the uterus: 


Case 6—Mrs. H., age 28 years, married six years, consulted 
me in December, 1894. She suffered only slight dysmenor- 
rhea until a miscarriage which occurred two years after 
marriage, when she began to have more or less pelvic pain 
and profuse leucorrhea. Examination revealed an endome- 
tritis with salpingitis, left tube distended to size of the 
thumb with some infiltration about the tube and ovary. 
Dilatation, curettage and gauze packing secured evacuation 
of the tube after the third day. The subsequent treatment 
consisted of irrigation of the cavity twice a week. Drain- 
age was maintained and the tube did not refill. Duration 
of treatment six weeks. The cure has been complete and so 
far permanent. 


The next case, one of pyosalpinx, was drained into 
the uterus and cured without curettage, and preg- 
nancy followed: 


Case 7.—Mrs. A., age 23 years, married four years, sterile, 
consulted me in May, 1892, for a condition which began 
shortly after marriage. She suffered some dysmenorrhea 
before marriage. About a year after she became very 
much worse and began to suffer with pelvic pain, backache 
and leucorrhea. Her general health was greatly impaired 
and she was anemic. Diagnosis: endometritis and salpin- 
gitis, the right tube being distended to about the size of a 
small egg. Celiotomy had been advised by specialists in 
Detroit and Pittsburg, but was declined. The tube was so 
much distended and obstructed, I feared that I would also 
have to advise an operation, and told the patient that 
nothing could be promised positively from treatment, but 
under the negative galvanic applications to the uterine 
canal and fine wire faradization the tube began to drain into 
the uterus within two weeks and eventually emptied com- 

letely. The discharge was muco-purulent in character. 
Ihe walls of the tube contracted and it did not refill. 

The duration of treatment was three months. She was 
then so well that she went West to join her husband. A 
year later on her return to New York,I found her pregnant. 
She was confined in October last, the labor being normal 
and easy. Her health has been good since. 


In marked contrast with the foregoing case, the 
next illustrates a class of cases which can not be 
drained, though the symptoms may be relieved by 
treatment, when operative interference is prohibited : 


Case 8.—Mrs. §., age 24 years, married six years, sterile, 
consulted me in August, 1892, for the relief of a constant 
dragging pain in the back over the sacrum, and pelvic pain 
referred more especially to the left side, associated with 
dysmenorrhea and at times with considerable leucorrhea. 
These symptoms dated back several years, but had become 
more pronounced within the last two years. Examination 
revealed a smooth elastic tumor, posterior to the uterus in 


Douglas’ pouch, which proved to be an adherent bydrosalpinx. — 


The left ovary was sensitive and enlarged, the right could not 
be madeout. The patient was told that the treatment would 
afford only temporary relief, that an operation for the re- 
moval of the diseased tube was advisable and would event- 
ually be necessary. She objected to the operation, but asked 
that some treatment be instituted which would relieve the 
symptoms. The attempt was made to drain by means of 

alvanic application to the uterine canal and faradic stimu- 
ation, with the result that the endometritis was overcome 
and the pain relieved within two months. She then discon- 
tinued treatment but was advised to have the ayaa per- 
formed as soon as the symptoms recurred. She returned 
after four months, stating that there had been no return of 
the pain, leucorrhea or dysmenorrhea, but for two weeks she 
had a return of the backache, and she made up her mind to 
undergo the operation. I operated March 26, 1893. The 
tumor proved to be a hydrosalpinx of the right tube and the 
ovary of the same side was cystic. The tube was bent upon 
itself near its attachment to the uterus, and was conse- 
quently occluded and drainage into the uterus was pre- 
vented. The tube and ovary of the other side were left 
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undisturbed. The patient made a good recovery and has 
enjoyed excellent health since. 

Vase 9.—Mrs. G., age 26 years, married seven years, con- 
sulted me in June,1889. Examination revealed partial fixa- 
tion of uterus and a mass to the left which proved to be the 
tube distended with pus and surrounded by exudation. 
There was also an endometritis with considerable erosion 
of the cervix. Celiotomy had been advised. Her trouble 
dated from a miscarriage and an attack of pelvic inflamma- 
tion one year later which confined her to bed for eight weeks. 
The treatment instituted in this case, was drainage through 
the uterus, by means of negative galvanic applications to 
the endometrium and cervix, which acted by overcoming the 
endometritis and securing free drainage from the cavity, and 
faradization to promote absorption of the exudation and 
stimulate evacuation of the tubal contents. The treatment 
extended over a period of six months but her attendance 
was irregular, as is the case with many of these patients 
when they notice improvement. 


The result obtained was absorption of the exuda- 
tion, drainage of the tube into the uterus, disap- 
pearance of the tumor because the tube did not refill, 
cure of the endometritis and mobility of the uterus. 
The patient was in good health two years afterward. 

The next case is one which illustrates how catarrhal 
salpingitis yields to this method of treatment: 


Case 10—Miss .E., 19 years, consulted me in April, 1892. 
About eight months previously, after exposure to cold dur- 
ing menstruation, she began to suffer pelvic pain, backache 
and bearing down with profuse leucorrhea. This continued 
some time before she consulted a physician. She improved 
somewhat under treatment, instituted at that time, but 
shortly afterward she got a wetting which precipitated an 
attack of acute inflammation, confining her to bed for four 
weeks. After being about for two weeks she was again 
taken sick and was sent to a hospital in thiscity. There she 
was treated by rest in bed, blisters to the hypogastrium and 
hot water vaginal douches with only slight benefit. Celiot- 
omy, for the removal! of the ovaries was then urged, which 
she refused. 

At the time of consulting me she was the picture of abject 
misery, pale, anemic, haggard and was never a minute free 
from pain except when asleep. Walking or the least exer- 
tion greatly increased her suffering. Her appetite was poor 
and she did not sleep well. I found her so exquisitely sensi- 
tive to vaginal touch that a satisfactory examination was 
impossible. There was a profuse mucus discharge and the 
uterus was fixed by infiltration of the surrounding struc- 
tures. The diagnosis was catarrhal endometritis, salpingitis 
and ovaritis. 

The treatment instituted was fine wire vaginal bipolar 
faradization. The first application which was continued 
for twenty minutes dispelled all pain and rendered her per- 
fectly comfortable for eight hours afterward. This was 
repeated every day. After the third application she re- 
mained free from pain twenty-four hours, and moderate ex- 
ercise caused no pain. This plan of treatment was contin- 
ued and supplemented later with mild negative galvanic 
applications to the uterine canal to facilitate drainage. At 
the end of two months and a half she was able to resume her 
occupation as stenographer and typewriter. Her health has 
ran ood since and there has been no recurrence of the 

rouble. 


This is another case of catarrhal salpingitis, asso- 
ciated with ovaritis and endometritis, which yielded 
to treatment after celiotomy had been advised: 


Case 11,—Mrs. E., age 21 years, married five years, was 
referred to me by Dr. R. W. Taylor of New York in April, 
1894. Three years previous, according to her statement, 
exposure brought on ovarian trouble which resulted in in- 
flammation. This did not yield to the usual treatment and 
celiotomy was advised, which she declined. The diagnosis, 
made at the time she came under my care, was catarrhal 
salpingitis, ovaritis and endometritis with anteflexion ; some 
infiltration about right tube and ovary. 

The treatment instituted was drainage of the uterine 
cavity, secured by negative galvanism to the canal, and 
fine wire faradic stimulation, which afforded prompt re- 
lief and resulted in a cure. The period of active treat- 
ment was about two and a half months. She was kept under 
observation for several months afterward but there was no 
recurrence of the trouble. The extreme anteflexion was 


—— At the present time the patient is in excellent 
ealth. 

Case 12.—Mrs. C., age 31 years, widow, one child 17 years 
old, was referred to me by her physician, Some years before, 
she had an attack of pelvic inflammation resulting from 
septic infection which caused fixation of pelvic contents. 
The uterus was retroflexed and surrounded by exudation 
which involved the appendages of both sides. Both ovaries 
were enlarged and exceedingly sensitive. The right tube 
was distended. The cervical canal was contracted and con- 
sequently drainage was defeated. Her menstrual period 
was accompanied with so much pain and prostration that 
she was compelled to remain in bed for the entire period. 
The attempt to dilate the canal and promote drainage by 
means of negative galvanism provoked so much irritation 
that it had to be abandoned. But the extreme sensitiveness 
was relieved by faradization and the uterus was rendered 
eo movable. Then under anesthesia the canal was 

ilated, the uterine cavity was thoroughly curetted and 
packed with gauze. Before the gauze was introduced, the 
uterus was replaced by careful manipulations which freed the 
adhesions. The vagina was then tamponed with iodoform 
gauze to maintain the position of the uterus. 

The distended tube discharged into the uterus within a 
week, the fluid being thin and serous in character. 

This treatment was followed by frequent irrigation of the 
uterine cavity with faradiec stimulation and a pessary was 
inserted as soon as it could be borne. 

Now (three months after the operation) the posi- 
tion of the uterus is maintained by a pessary which 
is worn without discomfort. The tube has not refilled. 
She experiences no pain, though she is constantly on 
her feet in attending to her duties as housekeeper. 
She menstruates without pain and does not remain 
in bed during the period. This patient can not be 
considered cured yet, but she is in a condition where 
improvement will continue and a cure will result. 
Celiotomy had been advised in this case and, at one 
time, I feared it would be necessary. 

I could relate many more cases similar in charac- 
ter, but these will suffice to illustrate my point. 
Remember, they are selected cases, many of them 
being chosen because a radical operation had been 
advised by another operator before they came under 
my care, 

351 West 57th Street. 

DISCUSSION. 

Dr. P. Nosve, Philadelphia—said that the method 
of treating the stump, advocated by Dr. Dunning, was prac- 
tically the same as that employed by Dr. Pratt, of Chicago. 
The only difference he saw was that the latter did not put 
in a provisional suture. With reference to Dr. Goelet’s 
paper, while it was interesting, it did not contain anything 
particularly new in the treatment of inflammatory diseases 
of the uterine appendages. 

Dr. M. Price, of Philadel phia—wished to criticise the con- 
stant tendency to new methods, and calling them “my 
method.” This is not necessary, because the rules laid down 
by the older surgeons, such as Tait, Keith and Bantock, 
answer every purpose. He agreed with the statement made 
by Dr. Goelet in his paper, that many patients with ovaritis 
and salpingitis are being operated on unnecessarily. Dur- 
ing the past year he had turned away many women, telling 
them that there was nothing the matter with their tubes or 
ovaries, and yet nearly all of them succeeded in finding an- 
other surgeon to remove their appendages. In cases where 
actual tubal or ovarian disease exists, he regards simple 
curettage and drainage of the uterus as futile. In many of 
these cases the cervical end of the tube is entirely obliter- 
ated by the inflammatory condition. 

Dr. Dunnina had little to say in closing the discussion. 
With regard to the question of priority, he had nothing to 
say whatever, except that if Dr. Pratt, of Chicago, had been 
pursuing the method which he had proposed, he was not 
aware of it. Dr. Noble had, it seems, treated the subject in 
a very flippant manner and Dr. Dunning thought he would 
some day encounter a case of obstruction of the bowels, 
caused by adhesion of a loop of intestine to the raw surface 
left there, cutting off the tube and ovary, and then he 
would remember his paper and the method he had advocated. 
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CELIOTOMY FOR PUERPERAL SEPTICEMIA 
AND FOR PUERPERAL INFLAMMATORY 
CONDITIONS. 


Read in the Section on Obstetrics and Diseases of Women, at the Forty- 
sixth Annua! Meeting of the American Medical Association, 
at Baltimore, Md., May 7-10, 1895, 


BY CHARLES P. NOBLE, M.D. 
SURGEON-IN-CHIEF, KENSINGTON HOSPITAL FOR WOMEN, PHILADELPHIA. 

The conditions under which it is desirable to per- 
form an abdominal section in the treatment of the 
septic and inflammatory complications of the puer- 
peral state are as yet not definitely determined. The 
problems involved are now pressing for solution, and 
the subject is receiving serious consideration by many 
members of the profession. So long as it continues 
to be a fact, that large numbers of women annually 
lose their lives from puerperal septicemia, this sub- 
ject must be studied by the obstetrician and gynecol- 
ogist, until the prevention and cure of puerperal 
septicemia are placed upon a thoroughly satisfactory 
basis. This paper has been prepared upon the invi- 
tation of our President, to serve as an introduction 
to the general discussion of the problems involved. 
As I have recently discussed this subject upon two 
occasions, my remarks will be based upon the papers 
referred to.’ 

Cases of puerperal! sepsis and of puerperal inflam- 
matory conditions may be divided into two classes: 
1, those in which some pathologic condition is present 
in the sexual organs before labor; 2, those in which 
these organs are normal at the beginning of labor. 

The first class embraces those cases of sepsis and 
peritonitis caused by the bruising or rupture of 
tumors situated in the pelvis, or of purulent or other 
septic accumulations in the Fallopian tubes, or the 
adjacent pelvic organs. It is unnecessary to discuss 
this division of our subject at length, as there is lit- 
tle difference of opinion concerning it, and the 
nature of its treatment is reasonably plain. That 
puerperal peritonitis may be due to the bruising or 
rupture of tumors during labor has long been recog- 
nized. Any variety of pelvic tumor may be bruised, 
or have its blood supply cut off by torsion of its 
pedicle, and become inflamed and gangrenous, and 
thus set up a more or less serious peritonitis. Der- 
moid cysts are especially liable to undergo inflam- 
matory changes when they form a complication of 
labor. The cardinal points to which attention should 
be called in this class of cases are, that the birth 
canal and lymphatics are not involved; hence the 
conditions present are very similar to those in non- 
puerperal peritonitis. Prompt operation, with the 
removal of the tumor, has been followed by a high 
percentage of cures. 7 

Puerperal peritonitis due to the rupture or bruis- 
ing of purulent or other septic accumulations in the 
uterine appendages, existing prior to labor, is not of 
frequent occurrence. This phase of the subject has 
not been very systematically studied. The references 
to it in the literature are very few. In 1891 I called 
attention to this subject’, and reported three cases, in 
which the bruising of pus tubes during labor had set 
up peritonitis. I have personal knowledge of two 
other cases which occurred in this city. Of thirty- 
twoeminent American gynecologists, from whom I 


have received replies to a letter of inquiry concerning 


this, among other subjects, I find that but three have- 


operated for peritonitis due to a pus tube, which had 
antedated labor, and each of these gentlemen has. 
operated upon but one case.’ My other correspond- 
ents either had no personal knowledge of such cases,. 
or at the most had merely suspected that the diseased 
tube may have antedated the labor, instead of result- 
ing from infection after labor. Dr. Lusk‘, of New 
York, states that he has seen three cases of puerperal 
peritonitis due to the bruising of diseased tubes dur- 
ing labor. 

The fact that such a large percentage of my cor- 
respondents have not met with this variety of peri- 
tonitis, is conclusive evidence that it is not common,. 
and therefore that its practical importance is not so 
great as was anticipated some years ago. The com- 
parative infrequence of puerperal peritonitis due to 
this cause is explained by the fact, that women hav- 
ing even a single pus tube, or other septic accumula- 
tion in the pelvis, are usually sterile. The relative 
dangers of puerperal peritonitis of this variety and 
the results of operation done for it can not be deter- 
mined at this time, because there are so few of such 
cases on record. Theoretically, the prognosis from 
operation should be relatively good, because the 
uterus and the pelvic tissues and lymphatics are not 
involved. The conditions are similar to those of 
operation for peritonitis in the non-puerperal state. 
I believe that the proper method of treatment to be 
pursued in such cases 18s prompt operation, irrigation 
and drainage. 

The second class of cases, in which sepsis or inflam- 
matory conditions result from infection of the birth 
canal, in women having normal sexual organs pre- 
vious to labor, is a far more important one than that 
just considered. This is the common form of s8o- 
called puerperal fever. It embraces cases in which 
the infection is limited to the utero-vaginal canal, 
those in which the infection has spread to the broad 
ligaments through the pelvic lymphatics or veins, 
and those in which the infection has spread to the 
peritoneum, either by-way of the Fallopian tubes or 
by way of the lymphatics. As a matter of conve- 
nience we will consider first the conditions under 
which it is advisable to perform an abdominal sec- 
tion for puerperal peritonitis. 

Puerperal peritonitis may arise either through the 
spread of the septic inflammation by way of the 
Fallopian tubes to the peritoneum, or through the 
inflammation spreading along the lymphatics, either 
directly through the uterus to its peritoneal covering, 
or by way of the lymphatics of the broad ligaments. 
I am not aware of any investigations which have 
definitely determined the distinctions in the clinical 
history of the two varieties of puerperal peritonitis,. 
to which reference has been made. My own opinion 
is, that in the first variety (by way of the Fallopian 
tubes) relatively speaking the inflammatory element. 
is more decided and the septic element is less marked, 
whereas the reverse is true in the second class of 
cases (by way of the lymphatics). In the first class 
of cases, I believe it is the rule to have marked 


efforts at the localization of the peritonitis, by 
nature’s method of pouring out inflammatory lymph, 


_ 1 Puerperal Pelvic Cellulitis and Puerperal Peritonitis, American 
Gynec. and Obstet. Journal, January, 1895. Celiotomy for Puerperal 
Septicemia and Peritonitis, American Gynec. and Obstet. Journal, April, 
1 


2 Salpingitis Considered in its relation to zremeeney and the Puer- 


peral State, Trans. Amer. Gynec. Society, vol. XVI., p. 480. 


8 Dr. Edward Reynolds, of Boston, Dr. E. B. Davis, of Birmingham, 
and Dr. Hirst, of Philadelphia. Dr. Coe, of New York, reports that he 
has assisted at such operations. af 

4 Discussion before the New York Academy of Medicine, Feb. 28, 


1895, on Dr. Noble’s paper “Celiotomy for Puerperal Septicemia and 
Peritonitis,” 
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and that where this result is accomplished, many of 
these cases go on to a natural cure, and that more of 
them result in the formation of post-puerperal pus 
tubes, and of circumscribed intraperitoneal collec- 
tions of pus. On the other hand, in the cases in 
which septic lymphangitis is a marked feature, the 
element of peritonitis is merely an epi-phenomenon, 
the condition present being a general septicemia. 

Puerperal peritonitis of the first variety may end 
in death or recovery within a few days, or it may con- 
tinue for several or even many weeks, in those cases in 
which it is of mild type at its onset. Lymphatic 
peritonitis is of relatively short duration, many cases 
having a fatal termination after a course of a few 
days. The distinctions just made, I believe, repre- 
sent the facts of the case from the clinical standpoint, 
and they are supported by the experience of those 
who have had large opportunities for observation. If 
the distinctions here made are correct, I find no evi- 
dence that abdominal section has been performed 
for lymphatic peritonitis in any considerable num- 
ber of cases. The reports of celiotomies for puer- 
peral peritonitis, with which I am familiar, show that 
the operations have been done in general after the end 
of the first week; in other words, at a time in which 
the subjects of lymphatic peritonitis have either died, 
which is the rule, or have begun to recover, which is 
the exception. As supporting this inference, I find 
that among the thirty-two eminent gynecologists 
already referred to, only four—Drs. Boldt, Polk, Car- 
stens and Etheridge—have performed celiotomy for 
general peritonitis within seven days after labor; and 
only four—Drs. Smith, Etheridge, Polk and Baldy— 
have operated for localized peritonitis within the 
same limit of time.’ 

Lymphatic puerperal peritonitis is not amenable 
to treatment by celiotomy. I know of nothing, either 
in my own experience or in the literature, which 
gives the least encouragement for operating upon this 
classof cases. All who have heen operated upon have 
died. It is not difficult to understand why operation 
done for lymphatic peritonitis should accomplish so 
little. A simple celiotomy, with washing out of the 
peritoneal cavity, does not influence the principal 
seat of the trouble, which is in the uterus and pelvic 
lymphatics, and necessarily can not influence the 
multiplication of germs which already may have 
entered into the general circulation. The more radi- 
cal operation of hysterectomy offers but little in 
these cases, as by the time peritonitis has become a 
marked feature, either the patient is so reduced as to 
be unable to withstand the shock of a serious opera- 
tion, or she is already suffering from marked general 
septicemia. If these patients are to be saved, they 
must be operated upon at a much earlier stage, before 
the development of peritonitis or of marked general 
septicemia. 

Cases of puerperal peritonitis of a more decidedly 
inflammatory type, that is, in which the septic ele- 
ment is less marked, are more amenable to treatment 
by operation. In these cases, I believe that the peri- 
toneum has been reached by the spread of the infec- 
tion along the Fallopian tubes, rather than through 
the pelvic lymphatics, so that these latter structures 
are but slightly involved in the morbid process. Polk 
and Outerbridge have reported successful cases of celi- 
otomy for localized peritonitis done within the first 


5 Seventeen of them have operated for puerperal peritoni 
than the seventh day of the puerperal nesiok. peral peritonitis later 


week after labor,and many cases are on record in which 
celiotomy has been performed at a much later period. 
I have nothing new to offer concerning the indica- 
tions for operation in puerperal peritonitis. So far 
as I know, patients operated upon for general puer- 
peral peritonitis have died; hence, excepting the 
hope that the diagnosis may be wrong, one would 
hardly be justified in recommending operation with 
such a diagnosis. I am aware that certain cases are 
on record, which have been reported as operations 
for general purulent peritonitis, including some of 
the puerperal variety, but an analysis of these cases, 
I think, will convince the impartial investigator that 
they were really instances of circumscribed perito- 
nitis, although involving a considerable area. In 
cases of localized peritonitis, during the first few 
days of the disease the abdomen should be opened if 
the attack be a severe one, and if it does not yield 
promptly to treatment. In cases presenting well 
marked local lesions, to be made out by bimanual 
examination, the indication for operation is more 
urgent than in those in which nothing can be deter- 
mined by physical exploration. In my judgment 
such cases should be carefully studied, and operation 
be elected or rejected because of the conditions pres- 
ent—the symptoms and general course of the case— 
rather than in accord with any rules applied to such 
cases in general. Celiotomy is certainly indicated if 
the attack of peritonitis be a severe one, which does 
not yield promptly to medical treatment. Also, later 
in the course of puerperal peritonitis of a milder type, 
operation is indicated if the patient fails to improve, 
and is demanded should the case take an unfavorable 
course. In such cases, however, it should not be for- 
gotten that bimanual examination will usually dis- 
close marked local lesions. 

At the present time it is safe to conclude that the 
prognosis of celiotomy done for general puerperal 
peritonitis is fatal. In localized peritonitis, the 
prognosis is best in those cases in which the inflam- 
matory process has become well localized, and in 
which septic symptoms are slight, or else altogether 
absent—the case having resolved itself into one of 
pyosalpinx, of abscess of the ovary, or of pelvic ab- 
scess of puerperal origin. The prognosis is fairly 
good in cases of circumscribed peritonitis operated 
upon promptly, that is within two or three days of 
the beginning of the attack, which is equivalent as a 
rule to the fifth, sixth or seventh day of the puer- 
peral period. Cases which have gone from bad to 
worse, and in which the operation is done as a last 
resort, usually terminate fatally. 

Celiotomy is occasionally called for in cases of 
true pelvic abscess, located usually in the broad lig- 
ament or iliac fossa, and resulting from a lymphan- 
gitis, which has ended in suppuration of the pelvic 
connective tissue. It is at times difficult to deter- 
mine whether or not the imflammatory process is 
limited to the connective tissue of the pelvis, or 
whether it is complicated with tubo-ovarian or intra- 
peritoneal mischief. In such cases an exploratory 
celiotomy to determine the extent of the inflamma- 
tory trouble is desirable. If the broad ligament 
abscess is complicated by tubo-ovarian disease, or by 
intraperitoneal suppuration, the whole trouble can 
be dealt with through the abdominal incision. If, 
on the other hand, the morbid process is limited to 
the connective tissue of the pelvis, and has resulted 
in the formation of a true pelvic abscess, this can be 
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evacuated by a second, extraperitoneal, incision, made 
either in the groin or through the vault of the vagina, 
as may be best in the individual case. The personal 
experience of the writer with this method of treat- 
ment has been such that he recommends it highly in 
this class of cases.’ 

We have still to deal with cases of infection of the 
birth canal, fairly well localized in the uterus, in 
which the progress of the disease is from bad to 
worse, in spite of irrigation and curettement of the 
utero-vaginal canal. This class of cases logically 
should have been considered first, but because of the 
nature of the treatment which will be recommended 
in a certain percentage of them, it has been thought 
best to treat of it last. In these cases, septic intoxi- 
cation or beginning septicemia are marked features, 
the absorption of ptomaines, or of microdrganisms, 
taking place from the uterus or the vagina. Peri- 
tonitis, cellulitis or lymphangitis, are either absent 
or in their incipiency—the infected uterus is the 
nidus of the morbid process. In other words, we are 
considering these cases as a class distinct and apart, 
although it is recognized that within one or two days 
they would develop into cases similar to those 
already described. Some years ago a case belonging 
to this class would have been treated day after day 
by irrigation of the birth canal, and by internal 
medication, until the termination of the case either 
in death or recovery. Under this method of treat- 
ment, undoubtedly, a few cases have recovered, but 
in the great majority, when in spite of curettement 
and thorough irrigation of the uterus, the septic pro- 
cess increases instead of diminishing in intensity, 
the issue is a fatal one. The proposition to perform 
hysterectomy in such cases, and thus to remove the 
seat of the disease, has the merit of being logical. 
This proposition has been carried into effect by 
Kelly and Smith with a favorable result, and by 
Montgomery with a fatal issue. I have read of another 
successful case in the hands of a German operator— 
but am unable to find the reference. In these cases 
abdominal hysterectomy was performed. In Kelly’s 
case there was a beginning lymphangitis, in Smith’s a 
beginning peritonitis, and in Montgomery’s pus was 
found in the uterine sinuses. 

At the present time I am prepared to advocate the 
performance of hysterectomy for infection of the 
uterus, when in spite of thorough curettement, fol- 
lowed by copious irrigation of the utero-vagina] canal, 
and the use of an iodoform suppository and gauze 
within the uterus, the septic symptoms increase in 
severity. In general, the less radical measures of 
treatment should be employed for twenty-four or 
forty-eight hours (and longer in cases of mild type, 
in which the symptoms are not urgent), this time 
limit to be varied according to the severity of the 
septic symptoms. In such cases not only should the 
uterus be curetted and douched, but the patient 
should be purged with salines; and the use of quinin, 
baths and anodynes, should not be neglected. In 
all such cases the general condition of the patient, 
including the pulse, temperature, stomach and 
mordle, is the best guide in deciding for or against 
immediate resort to hysterectomy. In other words, 
it is by no means proposed to do a hysterectomy be- 
cause the patient has a septic endometritis or a septic 
metritis, but to do this major operation only in those 


., §Noble, Charles P., Acute Puerperal Cellulitis and True Pelvie Ab- 
scess, Amer. Jour. Obstet., 1893, XX VII, 427. 


cases in which the methods of treatment, at present 
recognized as most efficient, fail to arrest the morbid 
process, which, in spite of the employment of these 
measures, goes on from bad to worse. 

It will be observed that my advocacy of hysterec- 
tomy has been in cases of infection of the uterus 
early in the course of the disease. There is another 
class of cases entirely distinct from this, clinically 
speaking, in which it may be wise to add a hysterec- 
tomy to the removal of the uterine appendages, 
either because the suppurative process may include 
the uterus itself, or because the removal of the uterus 
as a technical point in the operation may facilitate 
the recovery of the patient. A number of such oper- 
ations have been reported, but this class of cases 
must not be confused with that which has just been 
considered. In the one class of cases, the septic in- 
flammatory process is acute, and a hysterectomy if 
needed at all, will be needed somewhere about a week 
after labor; whereas, in the other class of cases, the 
process is subacute, and results in suppuration late 
in the puerperal month. In the one class of cases, 
the removal of the infected uterus is the principal 
object aimed at; in the other class of cases, as a 
rule, the uterus is the least diseased of the pelvic 
structures. 

At this time the great success which has been 
achieved in hysterectomy done by way of the vagina, 
for non-puerperal conditions, in the hands of the 
French school of surgeons, raises the question as to 
whether or not this method of operating should be 
selected in puerperal cases. Experience alone must 
determine this question. This is one of the problems 
of the future, as only a small number of cases have 
as yet been operated on by the lower route. Upon 
theoretical grounds, I am not inclined to advocate 
hysterectomy by the vagina for puerperal infection, 
as when it is employed we are precluded from in- 
specting, irrigating and widely draining the perito- 
neal cavity. This method would best fulfill the indi- 
cations when employed very early in the course of the 
disease, as then the chances of peritonitis would be 
small, and the necessity for extensive drainage of the 
peritoneal cavity would be absent. The advocates of 
the vaginal route for removing the diseased structures 
from the pelvis, will probably take issue with the 
general position, that abdominal section is the oper- 
ation indicated to deal with the various consequences 
of puerperal septic infection. I am prepared to 
agree with them that large pus accumulations can be 
more safely dealt with by way of the vagina than by 
operation from.above, but with this exception, from 
my point of view, the preferable method of operating 
for puerperal septic inflammation and its results is 
by celiotomy. 

The present status of the subject of celiotomy for 
puerperal septicemia and for puerperal inflammatory 
conditions may be summed up as follows; the cases 
may be divided into two classes: 

a. Those having morbid conditions in the pelvis 
antedating labor, such as tumors, pus tubes, or other 
septic accumulations, the bruising or rupture of 
which during labor leads to peritonitis or septicemia. 
Prompt operation in these cases has given good 
results. | 

b. Those having normal pelvic structures at the 
onset of labor. The infectious process may spread 
through the lymphatics to the peritoneum, and give 
rise to peritonitis, cellulitis and septicemia. It may 
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spread by way of the Fallopian tubes to the perito- 
neum, setting up peritonitis. Or it may be limited 
to the utero-vaginal canal. Celiotomy is not indi- 
cated in lymphatic peritonitis, as the morbid process is 
too widespread to be reached by operation. Celiotomy 
has been followed by a fatal result in cases of general 
puerperal peritonitis. The only ground for advising 
operation with such a diagnosis is the possibility that 
this may be erroneous. The prognosis is best when 
celiotomy is done for localized peritonitis, when the 
process has become well circumscribed and the ele- 
ment of sepsis eliminated; in other words, when the 
case has resolved itself into one of pyosalpinx, ab- 
scess of the ovary, or of pelvic abscess of puerperal 
origin. The prognosis is good when cases of localized 
peritonitis are operated upon promptly, that is 
within two or three days of the beginning of the at- 
tack, or at about the end of the first week of the puer- 
perium. Cases which have gone from bad to worse, 
and in which the operation is done as a last resort, 
usually terminate fatally. Hysterectomy is indi- 
cated for those cases in which the infection is lim- 
ited to the utero-vaginal canal, when, in spite of 
thorough curettement of the uterus, together with 
copious irrigation of the utero-vaginal canal, and 
the employment of proper systemic treatment, the 
infectious process increases in severity. 

In dealing with the results of puerperal septicemia 
by operation, celiotomy affords the opportunity for 
satisfactory diagnosis and adequate treatment. The 
organs involved may be palpated or inspected, and 
when necessary the operation may be followed by 
irrigation and satisfactory drainage. The vaginal 
route for operation is indicated for large pus accu- 
mulations which are found late in the puerperium. 
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EXTRA-UTERINE GESTATION—ITS EARLY 
DIAGNOSIS AND TREATMENT. 


Read in the Section on Obstetrics and Diseases of Women, at the Forty- 
sixth Annual Meeting of the American Medical Association, 
at Baltimore, Md., May 7-10, 1895. 


BY 8. L. JEPSON, M.D. 
WHEELING, W. VA. 
(ABSTRACT.) | 


The following were the author’s conclusions: 

1. Extra-uterine gestation is probably always pri- 
marily tubal; the ovarian is a possible rare ex- 
ception. 


Puerperal Peritonitis; Ruptured old Pyosalpinx; 


2. Diagnosis before rupture may often be made 
with reasonable certainty. In some cases it is im- 
possible. 

3. Diagnosis after rupture can in most cases be 
made so certainly as to justify opening the abdomen. 

4. Electricity—preferably galvanism—should be 
used when a diagnosis is made before rupture, unless 
the patient can and will secure the services of an ex- 
pert operator. 

5. Celiotomy by an experienced abdominal surgeon 
is always proper in early unruptured cases. 

6. After intraperitoneal rupture with free hemor- 
rhage, the abdomen should be promptly opened and 
the tube grasped near the uterus. The operation may 
be completed at once or delayed to restore the pa- 
tient, as her condition requires. 

7. After rupture into the broad ligament, abdom- 
inal section is not urgent, and often is unnecessary. 

8. While condemning operations by the inexperi- 
enced in cases of no urgency, yet an emergency may 
arise after intraperitoneal rupture, when celiotomy 
by the inexperienced may become a duty, but this 
should never be resorted to without counsel. 


DISCUSSION, 


Dr. A. H. Gorter, of New York—said that while Dr. Jep- 
son had covered the subject pretty thoroughly, there were 
some points in the paper from which he wished to differ 
with the essayist, and first as to the necessity of operating 
upon every case of unruptured tubal gestation. In the first 
place, the necessity of the operation is the danger of rup- 
ture, and that danger is removed if the death of the fetus is 
accomplished. That can unquestionably be done by elec- 
tricity. If rupture has taken place between the folds of the 
broad ligament, it is admitted by some of our best authori- 
ties that it is comparatively harmless and may be left alone. 
He has had several cases of this character, and they resulted 
very satisfactorily by leaving them undisturbed until the 
ruptured vessels had sealed up, and then, when necessary, 
emptying the sac through the vagina. In this way we avoid 
opening the peritoneal cavity. Statistics show that even 
when the hemorrhage occurs within the peritoneum it is 
seldom sufficiently severe to demand celiotomy for its arrest. 
No one would hesitate to open the abdomen in cases where 
the bleeding is very severe, but if it has ceased it is far safer 
to let it alone. When the danger of secondary hemorrhage 
has passed, we can open the sac through the vagina and 
empty it. This procedure is far safer to the patient, and it 
is our duty always to consider this point. 

Dr. Rurvs B. Hat, of Cincinnati—said it was very often 
difficult to decide whether rupture had occurred between 
the folds of the broad ligament or directly into the peritoneal 
cavity. In sixteen cases coming under his observation, a 
diagnosis of rupture into the broad ligament was made in 
fifteen cases, and they were treated as such for varying 
periods. Later on, in operating for the removal of the blood 
clot,it was proved in every case that the rupture had occurred 
into the peritoneal cavit y When we teach that rupture takes 
place into the folds of the broad ligament more frequently 
than it does into the peritoneal cavity, he thinks we do not 
treat our patients fairly. We should assume primarily in 
these cases that rupture has occurred into the peritoneal 
cavity and be governed by the condition of the patient, or 
the loss of blood, as to when we shall operate. 

Dr. Caleb R. Reev, of Middleport, Ohio—said that these 
cases are not infrequently met with in small country 
towns, where the assistance of an experienced surgeon can 
not be readily obtained, and he expressed the opinion that 
in such an emergency, any physician who has an ordinary 
knowledge of the anatomy of the parts and who has the 
boldness to use the knife should not hesitate to operate. 
While he has had personally but little experience with the 
use of electricity in these cases, he would not advocate it 
unless he was reasonably sure that it would succeed in de- 
stroying the fetus, and according to his reading on the sub- 
ject, electricity was in the majority of cases a failure. 

Dr. J. M. Coste, of Dallas, Tex.—said he had had three 
cases of extra-uterine gestation come under his care. He 
regards the operation for extra-uterine pregnancy as a very 
simple one, and said a man who has any skill and knows how 
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to do it,should go ahead and perform it as soon as the diag- 
nosis is made. 

Dr. A. Laprnorn Suiru, of Montreal—is in favor of operat- 
ing for extra-uterine pregnancy as soon as the diagnosis is 
made. He also regards it as one of the easiest of the abdom- 
inal operations. 

Dr. J. M. Durr, of Pittsburg, had had no experience wtih 
electricity in cases of extra-uterine pregnancy,but it occurred 
to him that it would be just as dangerous for one who is not 
skilled to attempt to use it as it would be for an unskillful 
operator to use the knife. A case came under his ob- 
servation some three years ago in which he diagnosed 
extra-uterine pregnancy; there was a tubal abortion at 
about the third month. He could not get the consent of the 
patient to let him operate. The woman had a miscarriage 
about a year later; he was sent for, found her in collapse, 
and discovered that she had an extra-uterine pregnancy on 
the other side. He operated and found the product of the 
first pregnancy, which was almost as natural as that of the 
last one, which he knew to be of only eight weeks duration. 
There was no absorption. 

Dr. H. W. Lonayear, of Detroit—said if a case of tubal 
pregnancy is diagnosed before rupture has taken place, the 
physician should operate at once, or he should get the most 
experienced surgeon to do so. He cited a case in which the 
pulse fluctuated more or less for two months. At the oper- 
ation the abdomen was found full of blood clots, partly or- 
ganized and mixed up with the intestines, and it was with 
the greatest difficulty that the blood was removed from the 
abdominal cavity, and he believes that the length of time 
necessary to do this was the cause of death. 

Dr. Jepson, in closing. insists upon the operation being 
done by an expert when possible. Hesaid his remarks were 
addressed to the average country practitioner who is not 
competent to operate in these cases. There was in his town 
to-day a man who was doing a large amount of operative 
work. Two years ago this physician was called to a neigh- 
boring town to operate upon a case of ruptured tubal gesta- 
tion. He opened the abdomen, and before he could find the 
ruptured tube, the abdomen was full of blood. He was hor- 
rified. He filled up the abdominal cavity with towels and 
let his patient die. This man was a post-graduate student. 

With reference to hysterectomy, the expert surgeon who 
stands up before a Section composed largely of general 
practitioners and asserts that it is a trifling operation cre- 
ates a false impression, and it may be the means of leading 
other men to do operations that are grave, although to him 
they may be comparatively easy. 


THE VALUE OF SYMPHYSIOTOMY. 


Read in the Section on Obstetrics and Diseases of Women at the Forty- 
sixth Annual Meeting of the American Medical Association 
at Baltimore, Md., May 7-10, 1895. 
BY HUGH HAMILTON, M.Sc., M.D. 


HARRISBURG, PA. 


Operative obstetrics is an essential part of a phy- 
sician’s education. The process of natural birth is 
merely an incident, but a birth may become eventful 
and ultimately tragic. Cases demand action in the 
order of their occurrence, namely: detention from 
want of maternal power; due to fetal malposition; 
arising from deformed fetus; by deformed maternal 
parts. Nature makes an effort to sacrifice upon these 
occasions the child for the mother, because her pres- 
ervation is the conservation of the species—follow- 
ing this guide, accoucheurs strive to do this and more; 
therefore the highest aim of the art of midwifery is 
to save both, through the application of therapeutic 
remedies and other means. More Madden questions 
if we have an emmenagogue in the special sense in 
which we use it. Recently I had a letter from a Phil- 
adelphia physician, stating that brown sugar was an 
excellent uterine tonic! Upon this question at pres- 
ent it is not necessary to enter. When medical aid 
fails, recourse must be had to manual or instrumental 
skill or surgical relief, bearing in mind the simple 
classification, a birth is detained through lack of ma- 


ternal power. The reflexes having been used to stimu- 
late thesc powers and failed, turning may be resorted 
to, or the forceps, or both consecutively. Forceps do 
not always fit and will often slip; to overcome the 
difficulty, contrivances have been made to secure the 
necessary force in the proper axes of expulsive power. 
(Demonstrated clamp. )' 

2. Malposition of the fetus may be regarded as all 
but the four vertex ones, 7. e., dexter et sinster; ante- 
rior et posterior. For although breach presentation 
gives less risk than others, for all that, the after- 
coming head is not always a problem of easy solu- 
tion. Presentations may be modified by manual 
dexterity and expediency; even then they do not re- 
sult in living infants. 

3. Should the deformity of the fetus prevent birth, 
then instrumental function asserts itself; if possible, 
only upon the lifeless infant, but not reprehensible 
upon the living one, under certain restricted condi- 
tions. (Demonstrated my great forceps. ) 

4, When dystocia comes from deformed maternal 
parts, then modern surgical technique renders pro- 
nounced aid. These are divided by the anterior- 
posterior diameter of the pelvis. Then means for ac- 
curate measurement becomes of great moment. The 
most recent and complete pelvimeter is that of my 
friend Dr. Philander A. Harris, of Paterson, N. J. 
(Demonstrated. ) 

A. Pelves of a conjugate vera of less than 7 c.m. 

B. Pelves of a conjugate vera of more than 7 c.m. 
modified by symmetrical contraction. In class A 
section is the only method advisable. In class B, 
symphysiotomy, etc., are the proper operations. 
(Demonstrated by charts and my new symphysiotomy 
knife. )’ 

Recent statistics’ covering the year 1891 before 
symphysiotomy, and during the subsequent years in 
that period, at the Clinic Baudelocque in Paris: there 
was, in 1892, 13, in 18938, 14; in 1894, 22 symphysi- 
otomies ; total, 49. The maternal mortality was four 
from those undergoing the operation. The infantile 
mortality attributable to those whose mothers under- 
went the operation was five. To go into more details 
in these years, Pinard reported at the Baudelocque in 
1891, a total of 1,654 cases treated, of which number 
there were 140 deformed pelves, being 8.456 per cent. 
on 1,654; of this number natural delivery took place 
in 18, or 4.89 per cent. upon 1,654, or 57.85 per 
cent. on 140, the whole number of those with deformed 
pelves. The remaining fifty-nine were delivered by 
artificial means (including premature artificial births, 
high and low forceps operation, version, Basiotripsy 
and conservative Cesarean operation.) Or 3.55: per 
cent. on 1,654; or 42.15 per cent.on 140. The mater- 
nal mortality was 4, or 0.241 per cent. on 1,654; or 
2.85 per cent. on 140; or 6.77 per cent. upon 59, the 
whole number operated on. The infant mortality 
was 31, or 1.87 per cent. on 1,654; or 22.14 per cent. 
on 140; or 52.52 per cent on 59. 

At the Royal Dresden Clinic‘ during the period 
from Jan. 1, 1892 to July 1, 1893, eighteen months, 
there were 2,512 cases of confinement. Of this num- 
ber 610 or 24 per cent. had deformity of the pelvis; 
however, there were 146 of these whose deformity was 
so slight as not to demand any anxiety whatever, so 
that the number is reduced to 464 or 19.40 per cent. 


1 Ann. Gynecol. and Pediat.. Vol. viii, p. 108. 

2 Amer. Gynec. and Obstet. Jour., Vol. v, p. 624. 
3 Ann. Gynecol. et D’Obstet.—Tome xiii, 1895. 
4 Arb. a. d. Kgl. Frauenkl., Bd. i and ili, 1893-95. 
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upon 2,512; 424 of this number were fortunate in 
having unassisted births, or 16.87 per cent on 2,512; 
or 88.98 per cent. on 464; the revised number of de- 
formed pelves. Those requiring assistance (in pro- 
cedures as follows: forceps, version, Basiotripsys, pre- 
mature births, Cesarean sections, symphysiotomy ) 
were 89 or 3.54 per cent. upon 2,512; or 11.01 per 
cent. upon 464. Those who were subjected to opera- 
tions other than symphysiotomy were 83 or 93.85 per 
cent. on 89 of those totally operated on, or 3.30 per 
cent. on 2,512; or 9.72 per cent. on 464. Con- 
sequently there were six symphysiotomies _per- 
formed, giving rise to the following comparative 
proportions: 0.23 per cent, on 2,512; or 1.29 per cent. 
on 464; or 6.7 per cent. on 89. 

In the published account there was a mortality of 
mothers, due to operative interference, of 4, being 
0.159 per cent. upon 2,512; or 0.864 per cent. upon 
464; or 4.49 per cent. on 89. It is but fair to state 
that out of this number there were 5 deaths in 194 


primapara which were expected to give birth natur- | P'" 


ally although their pelves were deformed. They 
really do not belong to operative statistics; yet they 
should have been operated on by symphysiotomy and 
the lives saved. This would make the percentage 
more than double. It is difficult to make tabular 
statements to represent at a glance all we wish, 
although the Paris figures include all deaths and the 
comparison is more favorable than it seems to the 
Clinic Baudelocque. The infantile mortality was 43 
of which there is 1.70 per cent. on 2,512 cases; 9.48 
per cent upon 464 deformed pelves; and 48.30 per 
cent. upon al! operations, 89. The same parenthesis 
can be made in this respect as upon the mothers’ 
mortality, in there being an additional loss of in- 
fants of 9, making in all when added to 43,52. This 
would increase the percentage to beyond 10 upon 464. 

The maternal mortality in operations other than 
symphysiotomy was 3 which gives 0.119 per cent. 
upon 2.512; or 0.646 per cent. upon 464; or 3.37 per 
cent. upon 89 operated cases; or 3.53 per cent. upon 
83 operations not symphysiotomy. The mothers’ 
deaths in symphysiotomy were only 1 i.e., 0.037 per 
cent. upon 2,212; or 0.21 per cent. upon 464; or 1.23 
per cent. upon 89; or 16.66 per cent. upon the opera- 
tion (symphysiotomy) 6 itself. Nodeaths of infants 
were due to symphysiotomy. 

The Clinic Baudelocque in 1894 gives the most 
recent report and presents the following: the whole 
number of confinements were 2,147; of this number 
94 were deformed in the pelvis; the measures were 


taken by the pelvimeter, being 4.37 per cent. on 2,147 ;. 


even of this number 64 gave unassisted birth, being 
2.98 per cent. of 2,147 cases; or 67.97 per cent. upon 
94, the number of deformed pelves; allowing 30 to 
be artificially assisted (these consisted in Basiotrip- 
sys 6, Porro operations 1, symphysiotomies 22, Vec- 
tis 1) being 1.39 per cent. upon 2,147; or 32.03 per 
cent. on all cases operated on. Those cases in which 
symphysiotomy was not used being 8 or 0.37 per cent. 
upon 2,147; or 8.51 per cent upon 94, all deformed 
pelves; or 26.66 per cent. upon 30, all the cases oper- 
ated on. There was performed 22 symphysiotomies, 


being 1.22 per cent. of all cases. upon 2,147; or 23.41 
per cent. upon all deformed cases, 94; or 73.33 per 
cent. upon all operations, 30. The total operative 
maternal mortality was 3, which upon 2,147 is 0.139 
per cent.; 3.20 per cent upon 94; or 9.99 per cent. 
upon 30. The total infant mortality was 8, being 


0.387 per cent. upon 2,147; 8.51 per cent. upon 94; or 
26.66 per cent. upon 30. The maternal mortality 
with operations other than symphysiotomy was 2, be- 
ing 0.0925 per cent. of all cases, 2,147; or 2.13 per 
cent. of deformed pelves, 94; or 6.66 per cent. of 30, 
the operated cases, or 25 per cent. of the operations 
other than symphysiotomy, 8. The maternal mor- 
tality under symphysiotomy was 1, being 0.046 per 
cent. upon 2,147; or 1.07 per cent. upon 94; or 3.33 
per cent. upon 30; or 4.55 per cent. upon 22, the 
operation (symphysiotomy) itself. The infant mor- 
tality was nil. 
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Clinie Baudelocque. 1654 140 81 59 59 
Allcases...... 65 | 8.456 4.89 38.55 | 3.56 
Deformed pelves . 1 57.85 42.15 | 42.15 
Uperated cases . 59 
Symphysivtomy. None 
Dresden (Jan. 1, 1892 to (610) (186) 
July 1, 1898.)..... 2512 «464 89 88 
Royal Maternity... . (24) 
2512 19.41 16.87 3.54 8.31 
464 | 88.98 11.01 9.72 
Deformed pelves 89 93.85 
Operated cases... . 83 | 
Op. other than “S 6 | 
Symphysiotomy 
Paris, 1894. 
Clinic Baudelocque... . | 9147 64 30 s 
Deformed pelves. . . 94 67.97 82.08 8.51 
Operated cases... . 30 | 26.66 
Op. other than “S.”’. . 8 | 
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Paris, 1891. 
Clinic Baudelocque. 4 81 4 
0.241) 1.87 0.241 | 1.87 
Deformed pelves . 2.85 22.14 2.85 | 22.14 
Operated cases. . 6.77 | 52.52 6.77 | 52.52 
Symphysiotomy . 
Dresden (Jan. 1, 1892 to 
July 1, 1898. 
Royal Maternity... 6 | 4 | 438 3 1 48 
OB | 0.119 0.087 1.71 
Deformed pelves., 1.29 | 0.864 9.48 0.646 0.21 9.48 
Operated cases... 6.7 | 4.49 | 48.31 8.37 1.28 48.31 
Op. other than 3.58 
Symphysiotomy . 16.66 
Paris, 18. 
Clinic Baudelocque. . 22 | 8 | 8 2 1 8 
Deformed pelves. 23.41 | 3.20 | 8.5] 2.13 1.07 8.51 
Operated cases. . 73.33 9.99 | 26.66 6.66 8.83 26.66 
Op. other than 25.00 
Symphysiotomy . 4.55 


A comparison with American statistics may be made from the 
admirable paper a Rk, P. Harris, in American Gynecol. and Obstet. 


Jour., Vol. iv, p.7 


The results are that symphysiotomy relieves the 
peritoneum from being disturbed ; does not divide the 
uterus; becomes as easy of reparation as any section ~ 
or re-section of the long bones; permits the passage 
of a head, frequently without forceps; beside making 
a perineal rupture less probable; the time required 
for union of the symphyses allows the uterus time to 
become completely involuted. Its disadvantages are 
non-union at the symphyses, which affects locomo- 


| 
| 
| 
| 
| 
| 
| 
| 
| 
5 | 
| 
| 
| 
| 
} 
| 
. 
| 
| 
| 


318 


SUSPENSIO-UTERI. 


[ Avaust 24, 


tion; at any rate it offers much in attracting atten- 
tion to accurate pelvimetry which will exercise cau- 
tion in prognosis, and facilitate the progress toward 
scientific obstetrics. 

1. Creating no necessity for premature artificial 
confinement. 

2. Giving up all application of forceps and of all 
operations implicating the force of the head against 
the bony resistance of the pelvis (when it is devel- 
oped or remains in the superior strait, in the exca- 
vation or in the inferior strait). 

3. The absolute abrogation of embryotomy upon 
the living baby. 

4. The enlargement of the size of the pelvis (by 
symphysiotomy, pubiotomy, ischio-pubiotomy, coccy- 
otomy) in all the cases where the osseous resistance 
is not overcome by the uterine contractions, the posi- 
tion of the head being well determined, and together 
with its size, where the calculation demonstrates that 
when section of the pelvis is made, its enlargement 
will not be under 7 c.m., allowing the passage of 
head of the fetus at term. 

5. Where absolute contraction of the pelvis is 
present (under 7 c.m.) the section serves for the 
Porro operation. 


SUSPENSIO UTERI—THE PROPER METHOD 
~ OF PERFORMING IT, AND ITS 
RESULTS. 


Read in the Section on Obstetrics and Diseases of Women, at the Forty- 
sixth Annual! Meeting of the American Medical Association, 
at Baltimore, Md., May 7-10 


BY HOWARD A. KELLY, M.D. 


BALTIMORE, MD, 
( ABSTRACT. ) 


Dr. Kelly refused to accept the name of ventro- 
fixation or hysteropexy. The uterus is not fixed. 
He prefers the name of suspensio-uteri as more ac- 
curately describing the condition. In the past five 
years he has performed this operation one hundred and 
seventy times and thirty-seven times in the past year. 
The indications for the operation are extreme local 
discomfort associated with uterine displacements, 
and neurasthenia, with backache and headache. In 
the first class of cases, with local symptoms but no 
general symptoms, the operation is plain. In the 
last series of cases it is difficult to say just when the 
operation is indicated. The most brilliant cures, 
however, have been in this class of cases. He is 
willing to take the chances and fail in four cases in 
order to get one good cure. Of the 132 cases reported, 
90 were married; and of the 78 per cent. had borne 
children, and 14 of them had had miscarriages. Not 
one died orshowed bad symptoms. Transient mania 
has occurred in three cases, pneumonia in one case, 
and stitch-abscess in three cases. Cystitis and fre- 
quent urination had occurred in four cases only, and 
had been but transient. 

The operation is simple. The pelvis should be 
slightly elevated, and a small incision made just 
above the symphysis pubis about one and a half or 
two inches in length. The peritoneum isincised and 
drawn out with forceps. Two fingers are inserted to 
the fundus, and the uterus hooked up. Adhesions 
are stripped off with the fingers or cut with scissors 
or knife, and the uterus anteflexed. The abdominal 
wall is lifted on the left side until the peritoneum 
can be seen for one inch away from the line of the 
incision. A needle is then carried through the peri- 


toneum, but not entering the muscular tissue, and 
then through the posterior uterine wall just below 
the fundus, taking in about one-fourth of an inch in 
length, and extending about one-eighth of an inch 
in depth. The suture is then carried to the opposite 
side of the abdominal wall. Another stitch is passed 
just above the first, near the incision, and inserted 
into the uterus below the other, and then carried 
back to the opposite side of the abdominal wall. This 
increases the anteflexion. A third suture may be 
inserted. The peritoneum is then closed by a con- 
tinuous suture; then the fascia is closed and then 
the skin incision. The distance between the uterus 
and anterior abdominal wall is about one or one and 
one-half inches. The organ is attached by a strong 
fibrous cord which contains the sutures close to the 
abdominal wall. Pregnancy is not seriously inter- 
fered with. In only one case, and that after two 
years, did the uterus drop back. 


THE TREATMENT OF HEMORRHAGIC CON- 
DITIONS OF THE UTERUS BY ZINC- 
AMALGAM ELECTROLYSIS. 


Read in the Section on Obstetrics and Diseases of Women, at the Forty- 
sixth Annual Meeting of the American Medical Association, 
at Baltimore, Md., May 7-10, 1895. 


BY G. BETTON MASSEY, M.D. 
PHILADELPHIA, 

The use of a soluble metallic electrode as the posi- 
tive pole of a galvanic current is specially avoided 
in the usual applications to the uterine and other 
mucous cavities whenever the pure action of the 
electricity alone is desired. To avoid this disinte- 
gration of the electrode and the consequent local 
action of the nascent metallic salt produced by its 
erosion, it has been necessary to employ non-oxidiz- 
able electrodes with this pole; platinum and carbon 
being the only practicable materials. It has how- 
ever, been more recently discovered that the nascent 
salts produced by the corrodible electrodes have a 
distinct value in certain cases, particularly those in 
which a local alterative and antiseptic action is de- 
sirable. The salts produced by this erosion of a base 
metal anode are oxychlorids, produced by union of 
the free oxygen, and chlorin developed by the electri- 
cal action, and being in a nascent condition are par- 
ticularly active. Copper, zinc and iron have been 
the substances employed by Onimus, Gautier (who 
has especially studied the method), Morton, Goelet, 
Cleaves and others, under the designation of inter- 
stitial electrolysis, metallic electrolysis and cupric 
electrolysis. 

My own work has been almost entirely with zinc, 
and was originally directed exclusively toward the 
treatment of incipient malignant conditions, in which 
the nascent zinc salt has been a most valuable adju- 
vant to the lethal action of a concentrated current. 
Owing to the practical difficulty that at times resulted 
from the adhesion of the electrode to the surface 
after a prolonged application, and also on account of 
the roughened surface rapidly attained by the elec- 
trode, I was led to amalgamate the zinc freely with 
mercury before using, and am convinced that the 
expedient is a valuable one. Notonly does this keep 


the zine surface always smooth, lubricated and non- 
adhesive, but a new value is attained in the use of a 
nascent oxychlorid of mercury in addition to the oxy- 
chlorid of zinc and a far more efficient alterative and 
antiseptic action results. | 
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The additional effect given by this process to the 
galvanic treatment of hemorrhagic endometritis is 
shown in the following case histories: 


Case 1.—Mrs. J. F., aged 54, was referred to me by Dr. H. 
W. Elmer, of Bridgeton, N.J., April 17,1894. For three or 
four years she had been suffering from an almost continuous 
hemorrhage, resulting in great prostration. Shortly after 
the beginning of the hemorrhages, a tumor of the uterus 
was discovered, which was the size of a large fist when I 
first saw her. She was placed under the Apostoli treatment, 
which produced considerable improvement in the hemor- 
rhages but did not even after six months’ occasional treat- 
ment entirely correct the hemorrhagic tendency. Fearing 
that the case was a malignant one in spite of the absence of 
marked pain, I decided to substitute an amalgamated zinc 
electrode for the carbon one previously employed. It was 
found that the applications with this slectrode were better 
borne, enabling them to be used more frequently. Six 
applications were made in a period of two weeks in Decem- 
ber last, completely checking the dribbling, and since then 
there has been no real hemorrhage and the patient has been 
restored to health. The tumor was materially reduced in 
size. 

Case 2.—Miss C. F. H., aged 81, had been under treatment 
for some time for a uterine fibroid of large dimensions, 
accompanied by profuse and exhausting menorrhagia. 
Under the ordinary Apostoli treatment the tumor had been 
reduced somewhat and the menorrhagia lessened, but she 
still had periods that were too profuse for her impaired 
strength. In January and February of the present year the 
electrode for intra-uterine treatment was changed from 
carbon to amalgamated zinc, the same current strength, 150 
milliamptres, being All subsequent to 
these applications have been absolutely normal. 

Case 3.—Mrs. F., aged 47, had also been under treatment 
for a hemorrhagic fibroid of smaller size, with a similar 
history of decrease and partial control of the hemorrhagic 
feature. The metal of the intra-uterine anode was changed 
from platinum to amalgamated zine about the same time, a 
current strength of 60 being re Up to this time her 
periods had always anticipated by several days, notwith- 
standing her age, but the first period after the changed 
treatment was postponed a week, and they have been 
delayed and normal in amount since. 
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Read in the Section on Surgery and Anatomy at the Forty-sixth Annual 
Meeting of the American Medical Association, at 
Baltimore, Md., May 7-10, 1895. 


BY WILLIAM K. OTIS, M.D. 


ATTENDING SURGEON TO THE CITY NOSPITAL, NEW YORK; TO ST. MARK’S 
HOSPITAL, NEW YORK, ETC., ETC. 


NEW YORK, 

Notwithstanding the very great improvements made 
in urethroscopic instruments during the past few 
years, the urethroscopic field, in point of size, is still 
far from being entirely satisfactory. Since the in- 
vention of the original illuminating apparatus, little 
if any change has been made in urethroscopic tubes, 
though they have borne various names and been con- 
structed of many different materials. 

Glass from its transparency seemed especially 
adapted to this purpose, but the reflections from its 
surface and the changes produced by pressure on the 

mucous membrane, together with the danger of frac- 

ture if used in the deeper urethra, render it practi- 
cally valueless. The discovery in 1870 of the great 
underestimation of the normal urethral caliber per- 
mitted the use of much larger tubes, with a corre- 
sponding increase in the size of the field; but the 
practical urethroscopic tube remained and still re- 
mains a simple straight tube. 

In the year 1887 the late Geza von Antal, of Buda- 
Pesth, in the endeavor to extend the urethroscopic 
field, evolved the ingenious idea of distending the 
urethra with atmospheric air. He invented an 


instrument for this purpose which was eminently 
successful, consisting of a tube with a well-fitting 
obturator, 6 cm. long, with a concave metal shield at 
its proximal end which fitted over the glans penis, 
the urethral orifice being drawn upward against this 
so as to prevent the escape of air. After the intro- 
duction of the tube an ocular portion, rendered air- 
tight by a glass plate, was attached by a sliding joint. 
By means of a small tube entering the ocular portion 
at right angles, the urethra was inflated with a rubber 
bulb and an inspection of its mucous membrane ob- 
tained by a beam of light reflected from a head 
mirror’. 

This instrument, however, failed to attract much 
attention and the method met with but little favor 
among urethroscopists in general. 

The examination of the inflated urethra was taken 
up, independently of von Antal’s work, in this direc- 
tion, by Heule of New York (1890) who devised a 
simpler but equally effective instrument for accom- 
plishing the same results. 


Fig. 1 —Heule’s Aéro-urethroscope, 


Heule’s instrument consists of two parts, viz., 
“the speculum, a, b, d, e, and the cover, f,g, h,?. The 
speculum is made of rubber, glass or metal, shaped 
like a truncated cone, with the end a, b, cut obliquely 
to facilitate its introduction into the urethra without 
the aid of a stylet. At the other or proximal end is 
a flange, d, ¢, which is useful in separating the cover 
from the speculum. Into this proximal end is closely 
fitted the removable cover, f, g, h, i, having at h, 7, a 
transparent glass crystal, fitted air-tight, and at m an 
attachment for a rubber tube with bulb (Fig. 2) for 
forcing atmospheric air into the endoscope. 

“To prevent the glare of reflected light, the glass 
crystal at h, i, is placed at an obtuse angle to the line 
of vision, and the inside of the instrument is black- 
ened. The specula at a, b, c, are made of various 
sizes to fit small and large openings, but at the proxi- 
mal end, d, ¢, are all adapted to one cover, f, g, h,?. 

“In using this instrument the flaccid penis is 
grasped between the ring and middle fingers of the left 
hand, the lips of the meatus being opened with the 
index finger and thumb of the same hand. The en- 
doscope held in the right hand by the flange, ¢, ¢, can 
now be readily introduced into the urethra by means 
of the oblique end, a, b,c, until the thicker portion of 
the speculum, near d, ¢, fills the opening. Airis now 
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forced in by the rubber bulb in the hands of the sur- 
geon or patient until the requisite distension of the 
urethral canal is obtained. In case there should be 
too much distension, the air may be allowed to escape 
from the meatus at the side of the speculum by slightly 
withdrawing it.” 

Two years later, (1892) E. Hurry Fenwick, of Lon- 
don, having followed the work of von Antal and 
Heule, induced Leiter to add an aéro-urethroscopic 
attachment to his electro-urethroscopic illuminator 
and was thus the first to combine the source of 
illumination with the air apparatus in a single 
instrument. 

This instrument consists, as I have said, of the 
well-known Leiter illuminator arranged with an infla- 
tion apparatus. The nose piece is closed with an 
obliquely set glass diaphragm, so that air forced 
into the canula by means of an India rubber 
ball can not but distend the penile urethra up 
to the commencement of the deep urethra (the 
compressor urethre muscle). The cup at the proxi- 
mal end of the canula receives the convex glans 
penis, and effectually prevents the indriven air 


Fig. 2.—E. Hurry Fenwick’s Aéro-Urethroscope. 


escaping from the urethra, unless a great pressure 
is exerted. The diaphragm, fastened in a collar, 
is held in place by means of a sliding joint with 
a bayonet catch, so that when a granular patch, 
ulcer, or tumor is discovered by means of inflation, 
the end of the canula is held firmly in position, the 
diaphragm is removed, and the operation proceeds 
through the open tube under the direct control of the 
electric light. 

While this instrument is sufficiently effective to 
accomplish very excellent results, at the same time it 
presents several marked disadvantages, so that it can 
by no means be considered as the ideal instrument 
for this purpose. It is heavy and cumbersome, the 
distance between the glass surface of the diaphragm 
and the meatus is over two inches and a quarter (a 
decided consideration when we remember that the 
intensity of the illumination diminishes as the square 
of the distance). In making an application the dia- 
phragm must be removed and laid aside, then found 
and replaced,making an annoying break in the rhythm 
of the operation, while it is not always easy to imme- 
diately connect the bayonet catch. The illumination 


from a concave mirror (reflected light) is inferior to 
that obtained by means of a plano-convex lens. 

Fully recognizing the advantages which at times 
must be derived from an examination of the inflated 
urethra, I have designed an aéro-urethroscopic attach- 
ment to my “perfected” urethroscope which obviates 
the objections pertaining to previous instruments of 
this character. 

This consists of a hard rubber disc, one and three- 
fourth inches in diameter and one-sixteenth of an 
inch in thickness, backed with metal. In the center 
of this disc is a circular aperture, one-half inch in 
diameter, to the inferior edge of which is soldered 
a metal rim one-fourth inch in depth, forming the 
male half of a sliding joint by which the different 
sizes of urethral tubes are attached to the instrument. 
On the superior surface of the disc, a glass diaphragm, 
held in a metal collar and placed at an oblique angle 
to prevent the reflection of light, is arranged on a 
pivot so as to swing over the aperture, hermetically 
closing it; or, when desired, instrumental applica- 
tions through the tube beneath may be made by sim- 
ply swinging it in the opposite direction. A slight pro- 
jection on the side of the cap, locks under the outer 
end of the metal shoulder, by means of which my 
illuminator is fastened to the plate in exactly the 
same manner as it is to the Klotz tube. A small 
metal tube extends from the edge of the plate into the 


Fig. 8.—W. K. Otis’s Aéro-urethroscope. 


movable cap. To the outer end of this tube is fas- 
tened a piece of rubber tubing with double India 
rubber bulbs, like those used in the Paquelin cautery, 
by meansof which the urethra is inflated. Urethral 
tubes of any length or caliber may be used with this 
instrument. To prevent the escape of air from the 
urethra the proximal ends of the ureteral tubes are 
made conical so that they may be firmly wedged into 
the meatus urinarius, though if the metal cap cover- 
ing the glans penis is preferred, tubes of that pattern 
may be adopted. The advantages of this instrument 
over others designed for a similar purpose are: 

1. Ready access to the urethral field for the pur- 
pose of making local applications under the direct 
control of the light. 

2. Minimum distance between the eye and the 
urethral mucous membrane, hence a better and 
clearer view of the field. 

3. Extreme lightness. 

4. Simplicity of construction and moderate cost. 

Aéro-urethroscopy is undoubtedly a valuable addi- 
tion to our means of obtaining a visual inspection of 
the urethral mucous membrane and will, in many 
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cases, render a diagnosis possible which would other- 
wise be obscure, nevertheless the field of vision, even 
in this method, is limited and by no means as perfect 
as some observers would lead us to believe. The 
manipulation of the inflating apparatus slightly com- 
plicates the technique of the examination, and the 
occasional escape of air into the bladder is unpleas- 
ant to the patient and annoying to the surgeon. The 
clouding of the glass diaphragm by the exhalations 
from the moist, warm mucous membrane sometimes 
renders the view hazy and unsatisfactory. The pres- 
sure exerted by the air also adds an element of uncer- 
tainty in correctly diagnosing the exact condition of 
the mucous membrane, while the view of the walls of 
the urethra is indirect; as when looking down a gun- 
barrel, flaws may escape notice which would be read- 
ily observed if we were looking directly at the surface 
of the metal, so lesions of the mucous membrane 
may escape detection by this method of examination. 
We are, however, able to obtain a direct view at any 
point by removing the diaphragm and allowing the air 
to escape. When ths diaphragm is not in place this 
instrument practically becomes a simple urethroscope 
and the same view is obtained of the urethral mucous 
membrane as through the ordinary tubes. 

The difficulty in obtaining a thorough appreciation 
of the morbid conditions present in the many obscure 
cases which present, when the urethra is implicated, 
renders any additional assistance to our present 
methods extremely desirable, so that despite these 
drawbacks the aéro-urethroscope furnishes us with 
a new means for investigation and an aid to diag- 
nosis which no urethroscopist of the present day, 
no matter how skillful, can afford to ignore. Aéro- 
urethroscopy does not supplant the older method 
of visual urethral examination, but rather is a pow- 
erful ally, by whose aid we are enabled to increase our 
appreciation of the conditions existing in the urethra 
by obtaining more extensive pictures from different 
points of view, The advantages of ocular examina- 
tion of the inflated urethra have already been 
demonstrated, and the simplicity and facility of 
manipulation of this instrument, it is hoped, will 
add to the growing popularity which the method 
already enjoys among those who have given it a prac- 
tical test. 

5 W. 50th Street. 


VAGINAL FIXATION IN RETRODEVIATIONS 
OF THE UTERUS, WITH SOME RE- 
MARKS ON VAGINAL CELIOTOMY. 


Read in the Section on Obstetrics and Diseases of Women at the Forty- 
sixth Annual Meeting of the American Medical Association, at 
Baltimore, Md,, May 7-10, 1895, 


BY X. 0. WERDER, M.D. 
PITTSBURG, PA. 

The newest addition to our operative treatment of 
the backward displacements of the uterus is vaginal 
fixation. It is the result of a gradual evolution of 
Schiicking’s method, and its modifications by Zweifel 
and Siinger, and has been developed to its present 
form by Diihrssen and Mackenrodt, each of whom 
claim priority, and is known by their respective 
— their methods varying very little from each 
other. 

The technique of Diihrssen’s operation, which is 
the simpler of the two is as follows: the cervix, hav- 
ing been seized by a volsellum forceps, is drawn 
down toward the vulva; a transverse incision is 


made through the anterior vaginal wall close to its 
attachment to the cervix, care being taken to avoid 
the bladder. The latter is then dissected away from 
the uterus just the same as in vaginal hysterectomy. 
It is important to push the vesico-uterine fold as 
far up toward the fundus, by the finger, as we can, 
in order to expose as much of the body of the 
uterus as possible. If thereby the peritoneum should 
be opened accidentally, no attention is paid to it; 
the important point upon which the success of the 
operation depends being to be able to secure the 
uterus by the fixation sutures at or near its fundus. 
A stout silk ligature is now passed through the an- 
terior uterine wall at its highest visible point; trac- 
tion on this enables us to catch the uterus a little 
higher up by a second provisional suture. If draw- 
ing on this does not bring the fundus into the vaginal 
wound, a third similar suture usually accomplishes 
this. It is now fixed by silkworm gut sutures to the 
edges of the vaginal wound; two such sutures being 
generally employed. The provisioval sutures having 
been removed, the rest of the vaginal wound, which 
is usually converted into a longitudinal one, espe- 
cially when there is a shortening of the anterior 
vaginal wall, is now closed by a continuous catgut 
suture. The patient is returned to bed and kept 
there about ten days. The fixation silkworm gut 
sutures are removed about six weeks after the opera- 
tion. In my last eight cases I have employed buried 
silkworm gut sutures and have found no harm result- 
ing from them thus far. After the operation the uterus 
is found firmly fixed to the anterior vaginal wall and 
is, I believe, in about as nearly a norma! position as 
any fixation operation can possibly bring it. 

Mackenrodt’s operation differs from the one just 
described only in the method of vaginal incision. In- 
stead of separating the anterior wall of the cervix 
from the vagina by a transverse incision at the 
cervico-vaginal junction, he makes a longitudinal 
incision extending from the center of the cervix to 
within an inch of the meatus urinarius, dividing the 
anterior vaginal wall into two equal flaps which are 
dissected off the bladder; the dissection is carried 
up along the anterior wall of the uterus until the 
entire bladder is separated from it. The fixation is 
done in the same manner as in Dithrssen’s opera- 
tion. 

Failures in both of these operations have been due 
to the fact that the fixation sutures were inserted too 
low down in the body of the uterus. In order to 
guard against a return of the malposition the fundus 
must be sutured to the vagina. In the only case, my 
first one, in which I followed this method, and which 
was at least a partial failure, the uterus returning into 
the position of slight retroversion shortly after re- 
moving the sutures, I no doubt made the mistake of 
fixing the uterus below the fundus. It is rather dif- 
ficult to strip the vesico-uterine fold up to the fundus 
without tearing through the peritoneum. This prob. 
ably induced Dihrssen to open the peritoneum as 
soon as the bladder has been separated from the uterus 
in all of his more recent cases, as it allows the oper- 
ator to see the exact point where he wishes to insert 
his sutures, which is at the fundus, between the 
cornua—the fundus is reached and drawn down in 
this intraperitoneal method in the same manner as 
described above; that is, by climbing up along the an. 
terior wall of the uterus with provisional sutures 
This is preferable to seizing the body of the uterus by 


} 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
} 
} 


322 


VAGINAL FIXATION. 


[ Aueust 24, 


means of tenacula or volsellum forceps, which tear 
out very easily. 

In the thirteen cases in which I have performed 
vaginal fixation, in twelve I have operated by the 
intraperitoneal method and regard it as much 
preferable to, and more satisfactory than, the older 
ones. Thus farI have not seen asingle failure in these 
twelve cases, though they are all too recent to jus- 
tify an opinion as to the permanency of the results, 
they all having been operated upon within the last 
seven months. 

In all cases the operation of vaginal fixation 
should be preceded by a thorough curettage, not only 
because an endometritis is present in nearly all the 
cases requiring an operation, but because it is advis- 
able to have an aseptic uterine cavity, should any of 
the sutures pass through the endometrium. If an 
operation about the cervix is required, it should be 
performed before fixation is undertaken. In most of 
my cases, in addition to a curettage, trachelorrhaphy 
or excision of cervical erosions, or an amputation of 
the cervix was done previous to fixation and followed 
by an Emmet’s perineum operation, all at one sitting. 
An anterior colporrhaphy can easily be combined with 
this operation, especially when Mackenrodt’s method 
is employed; the only additional step being required 
is an incision of a crescent-shaped piece from each 
vaginal flap before bringing them together by the 
continuous catgut suture. 

Pregnancy has oceurred only in one of my cases, 
the first one, who went to term and was delivered 
without any difficulty. Dtihrssen says in regard to 
this point:' ‘“ Pregnancy continues to term without 
any disturbance and no harm has resulted during 
labor which can properly be attributed to the preced- 
ing operation. By observing a few precautions, the 
uterus will remain in the position secured by the 
operation after pregnancy and labor.” 

The intraperitoneal method of vaginal fixation 
termed ‘vaginal celiotomy,” by Diihrssen, has, be- 
side permitting of a more satisfactory fixation of the 
uterus, the great advantage that it allows the fundus 
to be drawn down to the vulva and outside of it, and 
with it the adnexa, which can then be carefully ex- 
amined both by touch and visual inspection, as I 
have repeatedly been able to demonstrate in my 
cases. When necessary, diseased ovaries and tubes 
can, as arule, be removed with ease in this manner. 
Adhesions about the uterus and appendages can be 
separated with little more trouble than by abdom- 
inal section. Small fibroid tumors have been 
enucleated from the body of the uterus during this 
operation’ *, and A. Martin‘ has divided the anterior 
wall of the uterus by a median incision up to the fundus 
and after removing small growths from the uterine 
cavity, closed the uterine incisions and re-attached 
the bladder to the uterus. From this we can see 
what a large field is hereby opened to the conserva- 
tive pelvic surgeon. 

In two of my cases the retroflexed uterus was ad- 
herent with its appendages and the adhesions were 
broken up during the operation. In one of my cases 
an ovary and tube was removed. In two others, 
cystic ovaries were punctured, once with the thermo- 
cautery. In all cases the convalescence «was that 
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following an ordinary curettage, excepting one in 
which some complications delayed the recovery, and 
the patients were usually up on the tenth day. 

The only precaution necessary in the cases in 
which we wish to bring the uterus and adnexa out of 
the vaginal incision before the vulva, is to provide a 
free vaginal incision and to make the opening 
through the peritoneal fold connecting uterus and 
bladder, just as large as that through the vaginal 
wall. A neglect of this precaution may lead to 
serious difficulties in returning the uterus, with its 
appendages, as I experienced in one case. Since then 
I have been in the habit, when I wish to examine 
the adnexa, or to separate adhesions, to connect the 
transverse vaginal incision with a longitudinal one; 
in other words to combine Diihrssen’s and Macken- 
rodt’s incisions, which gives ample room for any 
operations indicated. 

From what has been said we can place the indica- 
tions for vaginal celiotomy or the intraperitoneal 
methods of vaginal fixation on the same level with 
ventrofixation. Its advantages over the latter oper- 
ation, however, are: 

I. The avoidance of an external incision, which is 
always regarded with more or less fear by the patient, 
and which is liable to be followed by stitch and 
mural abcesses, fistule and hernia, accidents not 
common, but always within the range of possibility. 

2. Less danger from septic infection, as there is no 
manipulation of intestines, which hardly ever come 
into view during the vaginal operation, and less ex- 
posure of the peritoneum. 

3. The shorter and smoother convalescence with 
absence of the distressing symptoms usually follow- 
ing laparotomies, such as intense thirst and flatu- 
lence. 

To thisI may add another advantage, which is, 
that patients with retrodisplacements, who require 
operation for some other lesion about the cervix or 
vaginal outlet, will readily consent to an operation 
correcting the malposition of the uterus, provided 
this can be done by some vaginal operation without 
increasing the risk or time of convalescence; while 
the operator frequently hesitates to urge, and the 
patient is loth to consent to an operation requiring 
some external incision. Many patients, however, as 
I have learned from experience, are very much 
disappointed after recovering from some plastic 
operation, when they learn that they still have a dis- 
placement of the uterus for which they may require 
the use of a pessary. In most cases in which a dis- 
placement complicated other lesions requiring plastic 
operations, I have advised vaginal fixation and this 
explains in a measure, the comparatively large num- 
ber of cases operated upon within a short period of 
time. 

The only contra-indication to the operation is a 
very narrow vagina, though my list includes two un- 
married patients, in whom, however, the operation 
proved rather difficult. It may be said in favor of 
ventrofixation, that it is easier than vaginal fixa- 
tion, which is, no doubt, true; but the gynecologist 
who has been trained in plastic work and has had 
experience in vaginal hysterectomies will find no 
difficulty in its technique. 
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A REMARKABLE CASE OF VISCERAL ANOM.- 
ALY AND INVERSION. 
BY G. E. CRAWFORD, M.D., Px.D. 
CEDAR RAPIDS, IOWA. 

A very remarkable and interesting case of congen- 
ital deformity and anomaly of the heart and other 
viscera came to my notice a few days ago at the 
autopsy of a young girl of 16, who had suddenly died 
of heart disease after a brief incidental illness of a 
couple of days. 

I had had the child under observation for about 
five years. Her people are ignorant Bohemians and 
I was not able to get much history of the case 
previous to that time. Though a delicate child she 
had not been sick much; had measles when 3 years 
old. They had no knowledge of her heart trouble, 
and did not know that there was anything the mat- 
ter with her until her chest became much deformed, 
and this they did not notice until she was 10 years 
old and then attributed it to a fall, but there was no 
evidence that she had had any fall. 

I mention these trivial matters in the absence of 
a better history, merely to show how mild the symp- 
toms must have been not to have attracted any atten- 
tion until she was 10 years old. 

When I first saw her, about five years ago, she was 
suffering from some febrile disturbance, probably 
having no causative relation to the heart trouble. 
The heart at that time was much enlarged and beat- 
ing tumultuously, with a loud mitral murmur. 
Dyspnea and cyanosis were marked; I expected her 
to die, and told her parents that she was liable to die 
at any moment. But the fever passed off and she 
soon recovered and was as well as usual again. A 
year agoshe had a similar attack, which was followed 
for atime with pain in the chest, dyspnea and very 
bad heart action. I prescribed two or three times for 
this, and then saw nothing more of her until the day 
she died. Her father told me since that for some 
time past whenever she stooped over she would spit 
up some blood. Onthe evening of June 17, they sent 
to me for something to stop vomiting; the girl wrote 
the note herself. 1 prescribed for that symptom. 
Two days after I was called to see her and found 
her with quite a high fever and in a restless, ex- 
cited state bordering on delirium; the heart beating 
violently, the pulsation seen and felt on the right 
side. The impulse was so strong that the concussion 
of the chest could be seen across the room. I called 
again at noon, found her extremely cyanotic, pulseless 
at the wrist, though the heart was still beating vio- 
lently. She soon afterward died. 

I made a post-mortem at 5 o’clock in the presence of 
several of my medical associates. The form was tall 
and slender—rather above the average height of a girl 
of 16, with a marked deformity of the thorax, which 
was narrow and protruding in the front—a marked 
condition of pigeon-breast; also protruding posteri- 
orly in a posterior curvature of the spine—a veritable 
visceral hump or dome. The heart, immensely en- 
larged, was found to fill the entire left side of the 
thorax; it was turned half over to the right, with the 
left ventricle to the front, extending diagonally across 
the chest downward and to the right, bringing the 
apex well over in the right side. The pericardium 
was greatly thickened and abnormally adherent, both 
to the heart and the diaphragm; contained no fluid. 
The left side of the thorax was thus entirely filled with 
the heart; there was no left lung whatever. 


On the right side of the thorax, behind the apex of 
the heart, was a double lung, consisting of two long 
narrow lobes, side by side, connected in the middle for 
about two-thirds of their length. This anomalous 
lung was healthy, and seemed to have about the capac- 
ity of one normal lung. 

The heart as it was taken out with the pericardium, 
with the auricle collapsed, measured nine inches in 
length and six inches in greatest breadth, and weighed 
three and a quarter pounds. There was but one com- 
mon auricle, which was greatly dilated, which opened 
into each ventricle. It would probably hold a pint and 
ahalf of blood when distended. The auriculo-ven- 
tricular valves were very defective, especially the 
mitral, which could have offered very little resistance 
to regurgitation. The ventricles were greatly hyper- 
trophied, especially the left. The aortic and pulmon- 
ary valves were intact, and this alone made it possible 
for any circulation to be carried on. The arch of the 
aorta was dilated, but beyond this it was remarkably 
small. The pulmonary artery was short, dilated and 
bifurcating about an inch anda half from its origin, 
passed into each side of the double lung. 

The liver was also enlarged to several times its nor- 
mal dimensions, extending entirely across the body, 
with the gall-bladder on the left side. 

The stomach was long, intestinal shape, having 
scarcely any of the form of the normal stomach. 

he spleen, or rather three distinct spleens, were 
situated in the right side, also enlarged. The larger 
one measured seven inches in length by three inches in 
breadth ; the second one, which is about the size of the 
normal spleen, is three inches by two inches; and the 
smallest one two inches by aninchandahalf. These 
glands are entirely distinct, but connected by large 
blood vessels, about two inches in length. 

The kidneys were about double the usual size. 

The other abdominal and pelvic organs were 
healthy and in their normal relations. 

All who saw the case were agreed that it was the 
most remarkable of its kindof which they had any 
knowledge. And it is especially interesting to know 
that a child could live in this condition to be 16 years 
old, and nearly all the time in quite a comfortable 
degree of health. 


PERITONEAL SUPPORTS—(LIGAMENTUM 
PERITONEI). 
BY BYRON ROBINSON. 


PROFESSOR OF GYNECOLOGY POST-GRADUATE SCHOOL. 
CHICAGO, 


(Continued from page 152.) 

The omentum colicum Halleri is the right lower 
border of the great omentum. It can be distended 
with air driven through Winslow’s foramen. If one 
follows the peritoneum from the right kidney upward 
and outward over the pars descendens duodeni, up- 
ward to the anterior part of the transverse colon, it 
will be noticed that this layer of the peritoneum 
passes into the anterior layer of the great omentum. 
This is Haller’s omentum and it will extend along 
the ascending colon for a considerable distance; the 
point of its lower end may reach the cecum in some 
embryos which I have examined. This same process 
of peritoneum which I traced from the right kidney 
until it was lost in the anterior layer of the great 
omentum, can also be traced up to the ligamentum 
hepato-duodenale with which it may blend and form 
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what is known as the ligamentum hepato-colicum. 
This fold of omentum reaches from the hepatic flex- 
ure of the colon to the liver. It seems to be often no 
more than an increased projection of the ligamentum 
hepato-duodenale. In quite a number of cadavers I 
have actually noted the gall bladder lying in this 
coli-hepatic ligament. There was a mesentery of 
over an inch between the liver and the gall bladder, 
and also a mesentery reaching from the gall bladder 
to the hepatic flexura of the colon. The gall bladder 
lay in this ligamentum hepato-colicum exactly as the 
pancreas lies in the great omentum between the stom- 
ach and colon (in embryos). This hepato-cysto- 
colic ligament is of great importance in subjects of 
gall stone. For it will serve two valuable purposes, 
viz.: 1, it will conduct an hepatic calculus ruptured 
through the gall-bladder toward the colon external to 
the peritoneum and induce it to enter the colon on a 
portion not covered by peritoneum; 2, this ligament, 
when large will especially aid in circumscribing pus 
which arises from rupture of the gall bladder. It 
will form a barrier against infectious invasion. By 
the peculiar ligamentum hepato-colicum, there is 
formed a more or long distinct cone-like sac in the 
right border of the great omentum, just as there is 
formed a sac in the lower left border of the ligamen- 
tum phrenico-colicum. Any evaginated peritoneal 
sac is liable to obliteration, so this sac no doubt is 
more or less obliterated by coalescence or readjust- 
ment. 

Bochdeleck asserts that Haller’s omentum gradu- 
ally loses the capacity of being distended with air 
being blown through Winslow’s foramen toward the 
fifth embryonal month through coalescence. Yet 
some embryos at five months allow a large sac to be 
distended by air in the omentum colicum Halleri. I 
have observed in adults that the omental sac is fre- 
quently limited in various directions by adhesions. 
In an adult male which I recently examined, I tore 
through the gastro-colic omentum to make careful 
observations of the lesser omental cavity for two 
reasons: 1, because the case possessed a mesenterii 
commune and | wished to note the existing omental 
relations; and 2, the remnants of ancient peritonitis 
were quite general and I wished to note its effect on 
the omental cavity. In this case the omental cavity 
was chiefly limited toward the left by approaching 
adhesions or coalescence of the walls where the sac 
was prolonged between narrow layers and peritonitic 
bands stretched across the space, and the lesser 
omental bag lacked the space of an adult form en- 
croaching adhesions on the margin of the sac. I could 
find no constricted off sacs, but could find depres- 
sions constricted off, which could easily become 
constricted off sacs by further coalescence due to 
inflammations. I have found peritoneal pockets or 
sacs constricted off by inflammation frequently along 
the colons. Such sacs or peritoneal pockets appear 
to be lined by genuine peritoneum and are of various 
sizes, from that of a hazel nut to that of an apple. 
The only typical lesser omental sacs are those of 
embryos under seven months of intra-uterine life. 
For in adults I find the lesser omental sac, especially 
at its left end, variously limited in size by various 
kinds of encroaching adhesions at its margins. In 
short, the encroaching adhesions or coalescence of 
the lesser bag is apt to occur on the left, adjacent to 
the ligamentum phrenico-colicum and at the right 
in the omentum colicum Halleri. Bochdeleck gave 


a splendid illustration of the relations of the liga- 
mentum hepato-colicum by noting that it will distend 
with air driven through the Winslow’s foramen and 
also that in some cases the distension will actually 
reach to the neck of the gall-bladder, along the de- 
scending part of the duodenum and even in front of 
the pancreas. All the above distensions are in direct 
communication with the lesser omental bag. The 
lesser omental cavity becomes partially obliterated 
at different periods of existence, without any 
rule I can formulate. However, my examinations 
report that the chief variations arise at the extreme 
right or left of the omental sac. Now to retrace the 
steps by which the great omentum becomes the meso- 
colon is impossible so far as it relates to Meckel and 
Miller’s views. Coarse instruments will fail, and 
even air driven through Winslow’s foramen is insuffi- 
cient to note the original boundaries. One can not 
tell what his instrument has divided or what the dis- 
tending air has separated, and I am sure that much . 
manipulation does not bring one to the goal of prim- 
itive structures. I must state, however, that embryos 
show very distinctly that the origin and method of 
formation of the meso-colon transversum as well as 
the circumference of the bursa omentalis vary very 
much as regards individuals and time. 

It may be summed up as follows: from the liga- 
mentum hepato-colicum to the ligamentum phrenico- 
colicum, the peritoneum consists of one membrane, 
i. e., one blade of the great omentum at its lower bor- 
der. It may be said that the lesser omental cavity 
is the diverticle of the mesogastrium posticum. The 
lesser omental cavity may consist of diverticule con- 
stricted off ateither right or left ends or both, 7. ¢., 
closed off sacs may exist in the ligamentum phrenico- 
colicum or in the omentum colicum Halleri. 


THE GREATER OMENTAL CAVITY, THE GREATER CAVITY 
OF THE PERITONEUM, THE GREATER BAG OR SAC 
OF THE PERITONEUM. 


The greater sac of the peritoneum is that one 
placed between the viscera and anterior abdominal 
wall. It comprises all the peritoneum except that of 
the lesser sac. The greater or lesser sacs are not 
placed in regular order, but may be compared to an 
hour-glass with one end smaller than the other, and © 
also the smaller end bent over the greater end, 7. ¢., 
the hour-glass is not in the same straight line. The 
smaller sac lies almost wholly within or below the 
greater sac. The greater sac with its posterior layer 
lies on and faces the anterior surface of the viscera. 
Its posterior layer lines the anterior abdominal wall. 
The posterior layer of the sac lies on the surface of 
the viscera and sends back folds and tucks into the 
clefts between the viscera. The various diverticule 
which the greater bag projects between the viscera 
not only line the visceral clefts, but pass back in 
places to most the projections of the lesser bag, e. g. 
one diverticle passes back between the liver and dia- 
phragm to meet the lesser omental bag. Another pro- 
jects between the stomach and liver to meet the 
lesser bag at the tranverse fissure of theliver. Still 
another pouch of the greater bag passes to the dorsal 
wall between the transverse colon and the small in- 
testines. This pouch comes in contact with the 
lesser bag at the under surface of the upper blade of 
the mesocolon transversum. The long, wide, pendu- 
lous, pars colico-omenti hangs freely into the greater 
omental sac. In short, the greater sac almost sur- 
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rounds the lesser sac. The anatomic fact is that the 
two sacs greater and lesser, are notand should not 
be separated. They are one and the same membran- 
ous bag simply constricted at the foramen of Wins- 
low, lying between the portal vein and the inferior 
vena cava. At the lower end of the great omental 
sac there are some smaller diverticule. There is one 
between sacrum and rectum, one between uterus and 
rectum and one beside the omental sac envelopes 
the viscera lying along the dorsal wall and in the 
pelvis, and then its anterior layer lines the anterior 
abdominal wall. The great omental flap consisting 
of four layers (the pars colico-omenti) hangs like a 
veil in the middie of the great bag. 


Figure 36. 


At this place the figure of Cruveilhier (See Journat, 
p. 149.) can be referred to as it is an apt cut in illus- 
trating some of the views of coalescence. It will be 
observed by this figure that the two blades of the nfeso- 
gaster, one from the posterior and the other from the 
anterior surface of the stomach, converge at the greater 
curvature of thestomach and pass downward belowNo. 
5, whence the two blades return on themselves, passing 
upward entirely in front of the transverse colon, on- 
ward to the dorsal wall of the abdomen. Now, the 
posterior blade of the great omentum ascends on the 
dorsal wall of the abdomen, while the anterior blade 
descends on the dorsal wall for a short distance, 
thence it passes forward to form the upper blade of 
the transverse mesocolon. When this upper blade 
arrives at the transverse colon it passes around the 
bowel and forms the under blade of the transverse 
mesocolon, whence it descends to form the mesentery 
of the small intestines. The dispute between the 
coalescence and displacement theories concerns the 
pouch No. 2. The coalescence theory claims that the 
peritoneal pouch No. 2 becomes obliterated by adhe- 
sion. The displacement theory claims that the pouch 
No. 2 is drawn out and readjusted so that no part of 
the serous layer lining the peritoneal pouch is de- 
stroyed. v. Hansen wrote a treatise on the physi- 
ology and anatomy of the peritoneum in 1839 in 
Latin, in which he claims that in the fetuses there 
are five peritoneal layers in front of the transverse 
colon (as in the figure) and not three as in (Fig. 21, 
JOURNAL, p. 108.) In the adult the adhesions of the 
layers forming pouch No. 2 and the dotted line into 
one single layer obliterates pouch No.2 and produces 
conditions observed in grown persons. But the read- 
justment or displacement theory allows of no coales- 
cence or obliteration and insists on the dragging out of 
peritoneal pouches during the progress of visceral de- 
velopment. The displacement theory readjusts the 


serous surface over the viscera during their varying 
vicissitudes of growth and fluctuations of size. The 
displacement theory is a very elastic and widely ap- 
plicable affair. It allows viscera to appropriate serous 

membrane to the disadvantage of other organs. It 


is an evolutionary theory, a survival of the fittest, 
e.g. the growing cecum steals away from the atro- 
phying appendix its covering, appropriating it to its 
own needs, 

In regard to the great omentum, it may be said 
that not all the mesogaster is involved in the forma- 
tion of the lesser omental cavity. Only that part of 
the mesogaster which is in contact with the stomach 
itself is involved in making the smaller peritoneal 
bag. That part of the mesogaster which is attached 
to the duodenum does not enter into the formation 
of the lesser sac. 

The mesoduodenum, minus the serous epithelial 
layers which originally faced both sides, lies against 
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Fig. 37 (after Debierre, 1890, modified) represents a horizontal section 
of the body on a level with the umbilicus to show the disposition of 
the peritoneum. 1, white line; 2, round ligament of liver; 3, rectus 
abdominalis muscularis; 4, aponeurosis of external oblique; 7, parietal 
peritoneum; 20, kidney; 21. psoas muda; 22, vema cava; 23, aorta: 24, 
pillars of the diaphragm; 25, left descending colon; 26, right ascending 
colon; 27, small intestine; 28, right blade, 29 left blade, of the mesentery ; 
30, mesocolon, left. It must be observed that the vertical colons inthis 
diagram are represented as possessing each a mesocolon, which long in- 
vestigation in the viscera has convinced me are abnormal. The normal 
vertical colons appear to me to possess no mesocolon. The arrow points 
to Petit’s triangle. 


the Jeft dorsal wall and does not engage in forming 
the lesser sac. It may be allowed that a small part 
of the left serous surface of the mesoduodenum enters 
into the formation of a small part of Haller’s omen- 
tum, but that is not settled. Hence only the gas- 
tric portion of the mesogaster is involved in the 
formation of the lesser sac of the peritoneum. 

As regards the views of the coalescence of the 
peritoneal surfaces or displacements of the same, 


Fig. 38 (after Debierre, 1890, modified) represents diagrammatically 
the development of the greater and lesser cavities of the peritoneum. 
1, greater cavity ; 2, lesser cavity of the peritoneum ; 8, hiatus Winslowii; 
E, stomach; F, liver; J, intestine; C,colon; U, uterus; V, bladder. 


considerable has been said by only a few authors. 
Those who support the coalescence theory must pre- 
sent reasonable grounds, especially, to show why it 
applies to distinct localities of the peritoneum as, ¢.9., 
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the great omentum. The view of coalescence must be 
based on: (a), local peritonitis whereby the epithe- 
lium of the peritoneum is destroyed and the two 
bared, denuded surfaces simply unite as in any other 
wound; (b), the advocates of peritoneal coalescence 
must show that the epithelial cells of the serous 
layer are not genuine epithelial cells or that they are 
another structure—endothelial; (c), they must show 
that these endothelial cells are of such a character that 
they will coalesce and disappear in a physiologic 
manner, 7. ¢., the peritoneal surfaces are of a con- 
nective tissue type and hence a normal physiologic 
coalescence may arise; (d), such advocates must 
show why this “ physiologic coalescence ” occurs in 
local places in the peritoneum, asthe great omentum, 
and not anywhere and everywhere in the peritoneum. 

As far as regards the first view of coalescence by 
local peritonitis, all agree that it is correct; that 
coalescence of peritoneal surfaces is an actual and 
frequent occurrence. But the theory will not fit 
when it only applies to a particular locality and not 
to all parts of the membrane alike. Why the an- 
terior blade of the great omentum should be subject to 
a peritonitis and blend with the superior blade of the 
transverse mesocolon by peritonitis in intra-uterine 
life, is not tenable because, under the same circum- 
stances any other part or the whole of the peritoneal 
surfaces might be endangered to peritoneal coal- 
escence. In this theory no adequate reason is 
offered why the great omentum alone is attacked 
with the process of coalescence. 

The second theory of coalescence comes, so far as 
I am aware, from the venerable pioneer, Professor 
His of Leipsic. This theory advocates the idea that 
the serous epithelium is not genuine epithelium, that 
it is endothelium, or rather nothing but connective 
tissue cells. Therefore as connective tissue cells it 
can coalesce at any other point as any other con- 
nective tissue surface. If this were the case it may 
be asked why coalescence, especially in the great 
omentum and not everywhere on the serous surface ; 
why this predilection for the great omentum and not 
any and all the peritoneal surface. If the epithelial 
cell on the serous surface is only connective tissue, 
a person is in constant danger of having his whole 
peritoneal sac obliterated at any time. 

This theory does not explain any more than the 
first, its selective affinity for the great omentum to 
the exclusion of other serous localities. So far as 
regards “ physiologic coalescence,” it does not differ 
from the second theory. We would not know when 
and how it began, nor its method of progress nor when 
or where it would end, so that the coalescence theory 
has no especial favor, except a local peritonitis. 
In that case the whole matter rests back as to what 
induces local peritonitis. Will the passage of the 
right end of the bowel over the mesoduodenum create 
sufficient friction to arouse a (plastic) peritonitis 
and consequent destruction of epithelium which will 
be followed by cohesion of surfaces? 


(To be continued.) 


n.—Sec- 
tion 3, of chapter 330, of the Wisconsin Laws of 1889, entitled, 
“An act relating to the maintenance and care of the chronic 
insane in counties having a population of more than 100,000 
and an asylum therefor,” is amended by adding a provision 
that “such trustees shall receive no compensation.” 


Trustees of Insane Asylum to Receive No Compensatio 
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The Ohio State Medical Society. 
Annual Meeting held at Columbus, May 15, 16 and 17, 1895. 
(Continued from page 201.) 

Seconp Day—Mornin@ SEssron. 


Dr. Joun A, Tuompson, of Cincinnati, Ohio, read a paper 
on 
DEAFNESS FROM INTRANASAL DISEASE, 


Diseases of the ear are more intractable to treatment than 
those we encounter in any other department of medicine. 
Late cases of chronic catarrhal otitis media in either of its 
forms, are regarded by experienced otologists as being al- 
most hopeless by modern methods of treatment. From this 
hopelessness arises the constant suggestion of new pro- 
cedures directed to the ear itself, in the hope of at least par- 
tially restoring the function which is so important to the 
happiness and success in life of the individual. A few ob- 
servers, notably Swineburne, turning from the attempt to 
eure the already established condition, have sought to lessen 
the number of hopelessly deaf by seeking the cause, and 
method of prevention. Swineburne examined the nose and 
throat carefully in a thousand cases which presented them- 
selves at the Harlem Eye, Ear and Throat Infirmary, com- 
plaining of deafness. Where deafness resulted from disease 
of the middle ear, his conclusions are that in 95 per cent. of 
all cases the primary lesion is in the nose or naso-pharynx. 

Just how disease in these organs produces chronic inflam- 
mation in the tympanic cavity, has been a question of dis- 
pute. Some experienced writers assert it is due to the direct 
extension of inflammation by continuity of tissue. In struc- 
ture, the tympanum is only one of the accessory sinuses of 
the nose, though it differs entirely from that organ in func- 
tion. Others have thought we could trace the resultant ear 
disease, secondary to obstructive lesions in the upper res- 
piratory tract, to imperfect aeration of the middle ear. 
Still other authorities have thought that the interference 
with the circulation in the internal and middle ear by the 
inflammatory and neoplastic changes in the nose or nasal 
pharynx, was the cause of the poop! disease. It is prob- 
able that each method plays a part in the production of sec- 
ondary diseases in the middle ear. 

hile I have seen many cases where the secondary deaf- 
ness could be accounted for, and the cure understood from 
the well-known relations of nasal and aural diseases, I have 
encountered others that are not susceptible of explanation 
by any of the known facts in rhinology or otology. I wish 
to report three of these cases, chosen because they are dis- 
similar in many of their features. They suggest that there is 
a relation not yet understood, between the healthy condition 
of the nose and naso-pharynx, and the sense of hearing. In 
allof these cases there has been a serious and iresesetible 
impairment of the organ of hearing, yet in all, the ability to 
hear has been great y increased by restoring the nose and 
throat to their norma! condition. 

Mrs.8., aged 31 years, married when 16 years old, has suf- 
fered from diseases of the generative organs since the birth 
of her first child. Sheis very nervous, weak and anemic. 
She suffered from pains in the chest, headache, cardiac pal- 
pitation, rapid pulse and dyspepsia. These symptoms could 
not be relieved by ordinary constitutional treatment. She 
was referred to me by her physician, Dr. W. H. DeWitt, for 
the treatment of the upper air passages, with the hope of 
relieving these intractable symptoms, which he believed 
were secondary to the local disorder. 

The patient had marked hypertrophic rhinitis with a de- 
flected and thickened septum. The thickening was in the 
right nostril. There was also marked naso-pharyngeal ca- 
tarrh. The right ear was deaf to all ordinary tests. She 
could not hear the watch on contact. She could not hear 
the conversational voice. She could hear loud voices onl 
as an indistinct noise. She gave a history of this ear as fol- 
lows: seven years before, while suffering greatly from her 
uterine trouble, the ear became inflamed and was intensely 
painful for several days. The drum was finally perforated ; 
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the pain diminished with the free discharge of pus from the 
ear. She had had occasional attacks of acute suppuration 
in the middle ear from that time. Inspection of the ear 
showed a cicatricial drum membrane with evidence of old 
perforations. There was no suppuration at thistime. The 
ossicles were firmly bound together by old inflammatory 
adhesions. The condition revealed by inspection was so bad 
that no attempt was made then or subsequently to improve 
the hearing by treatment of the ear. The 
rhinitis was treated by the usual method and the spur on 
the septum was removed March 13,1894. The headache and 
neuralgia of the chest which the patient had supposed were 
all due to her uterine trouble, were entirely relieved within 
six weeks after this operation. The rapid pulse and cardiac 
palpitation yielded to the combined effect of the operation 
and heart tonics administered internally. The eters began 
to improve in health and strength and in a short time felt 
better, weighed more, and was better able to do her work 
than she had been for years. About ten months after the 
operation, she discovered that the hearing had returned to 
the supposed incurably deaf right ear. A careful test of 
this organ in April, 1895, shows that the patient is able to 
hear the conversational voice fairly well, and hears the 
watch, which was not heard on contact before the operation, 
two inches from the ear. 

F, J. H., aged 18, had scarlatina when he was 13 years old. 
The scarlatina was complicated by purulent otitis media in 

th ears. The drum membrane and ossicles of the right 
ear were completely destroyed. In the left ear three-fourths 
of the drum membrane was destroyed and the ossicles re- 
mained bound together by cicatricial adhesions. With every 
cold the patient caught, there would be suppuration from 
one or both ears. I saw him first in March, 1894. At that 
time he heard a conversational voice one foot, could not hear 
a watch on contact, and could not hear a whisper at all. 
There was no appreciable difference in the hearing powers 
of the two ears. He was about to lose his situation as clerk, 
because of his inability to carry on a conversation with cus- 
tomers in the store. 

Examination of the nose and throat showed hypertrophic 
rhinitis and a large spur on the septum in the left nostril. 
There was a complicating naso-pharyngeal catarrh. After 
treating the acute inflammation that was present when I 
saw him, for a few days, I removed the spur and cauterized 
the hypertrophied turbinated bodies so as to give him free 
breathing room through the nose. The left ear was _- 
purating when I first saw him, but this suppuration readily 
yielded tothe dry treatment. The patient was under treat- 
ment six weeks and was dismissed with the ability to hear a 
whisper three feet and to distinguish ordinary conversation 
so readily that he still retains his position as clerk. Dec. 1, 
1894, he caught a severe cold, and with the resultant swell- 
ing and inflammation of the nose and throat, his hearing 
became again seriously impaired. Ten days of local treat- 
ment cured this attack, and with the return of the nose to 
the normal condition, the hearing distance for the whispered 
voice again became three feet for either ear. 

Mrs. F. L. J., aged 35, has been deaf from childhood. I 
can get no distinct history of the cause of this deafness. 
She had repeated attacks of acute purulent otitis. In her 
earlier years she was treated by a number of good otologists 
who succeeded in checking the suppuration, but did not 
prevent the total loss of hearing power in the right ear. 
She had been constantly under the care of a competent man 
for three years before | saw her. She had visited him once 
or twice a week all this time to have the left ear inflated by 
the Politzer method. This inflation gave temporary relief 
from the tinnitus aurium and improved the hearing tem- 
porarily. In spite of this treatment, the deafness was pro- 
gressive and at the end of the three years she was worse 
than at the beginning of this period. Examination of the 
ears showed the right ear with only a perception of loud 
sounds. Inspection of the drum showed only a mass of cica- 
tricial tissue, through which nothing could be seen to throw 
any light on the condition of the middle ear. The left ear 
showed a badly retracted drum membrane with cicatrices 
where old perforations had healed. Loud voice heard only 
one foot, watch not at all, in left ear. Examination of the 
nose showed a bad hypertrophic rhinitis, and in the right 
nostril at the junction of the perpendicular plate of the 
ethmoid with the triangular cartilage, there was an enchon- 
droma with a broad wri hverde an inch in diameter and so 
thick that it completely filled the upper and anterior portion 
of the right nostril. 

As all known methods of direct treatment had failed to 
benefit the deafness, I decided to remove the enchondroma 


and to restore the lumen of the nostril by cauterization of 
the hypertrophied tissue in the turbinated ies. The oper- 
ation was made under chloroform Oct. 11, 1894. I cut the 
nasal branch of the ophthalmic artery in the first incision 
for the removal of the tumor. This complicated very much 
an operation always difficult to perform on account of the 
free bleeding hiding the field of operation. I removed the 
tumor as rapidly as possible and packed the nose with cot- 
ton saturated with McKenzie’s styptie solution. Recovery 
was further complicated by an attack of follicular tonsillitis 
which began three days after the operation. The patient 
was already weakened from loss of blood and from the 
shock, so the attack of tonsillitis was unusually severe 
and prolonged. The immediate effect upon the hearing was 
disastrous. As soon as the patient was able to resume 
her visits to the office, the hypertrophied tissue in the tur- 
binated bodies was destroyed by the galvano-cautery as 
rapidly as this could be done without exciting severe intlam- 
mation. The patient remained under treatment for four 
months and was dismissed with hearing distance for the 
watch, left ear, of nine inches. She hears the ordinary con- 
versational voice with ease. Up to the present the improve- 
ment has continued, and I have no doubt the hearing will be 
better a year from now than it is to-day. 

These three cases present a few similar features. There 
was in all marked nasal obstruction from hypertrophy of 
the normal tissues and from the growth of abnormal struc- 
tures. The condition of the ears in all was such as to offer 
no hope of cure by treatment of the ear itself. All were 
benefited so they could hear ordinary conversation, the best 
test of hearing power, by treatment of the nose. 

In the first case reported the ear was never treated, either 
before or after the operation on the nose, yet as a result of . 
this operation, hearing was restored to an ear which to all 
appearance was hopelessly deaf. 

n the third case, the patient had been under the constant 
care of competent men from childhood to mature life. In 
spite of this care, the hearing power was entirely lost in one 
ear and so far diminished in the other ear that common 
conversation could not be heard. Yet,in this case, the hear- 
ing power is restored to the ear by restoring the normal 
lumen of the nostrils. During the time she was my patient, 
the ear received notreatment. It might be said the result 
in these cases was due to the fact that normal respiration 
and aeration of the middle ear through the Eustachian tube 
was restored. While thisisa ear er explanation, I do not 
believe it to be the true one. In the third case the Eusta- 
chian tube had been kept open by constant treatment, yet the 
deafness was increasing. The tube remaining open, no at- 
tention was paid to it while I was treating the nose, yet there 
was a remarkable gain in hearing power. It certainly will 
not apply to the second case, where in one ear there was no 
drum membrane at all and in the other ear only a remnant. 
The recurrence of the deafness months afterward when the 
nose became inflamed and swollen, and the prompt restora- 
tion of good hearing power by treatment of the nose, is an 
additional demonstration of the controlling influence that, 
in this case at least, the nose has, on the power of hearing. 

While I do not pretend to explain the influence whic 
brought about the deafness or the cure in these cases, there 
is a practical conclusion to be drawn, upon which we can 
act, even if we do not understand ehorougnly the theory or 
the principle on which our action is based. 

This practical deduction is that no case of supposed in- 
curable deafness is really so, unless the nose and naso-phar- 
ynx have been examined and treated, if necessary, by a 
competent rhinologist. 

Dr. A. H. Hewerson, of St. Clairsville, Ohio, read a paper 
on 


COMPLICATIONS AND SEQUEL OF EPIDEMIC INFLUENZA (LA 
GRIPPE), AND THEIR PROPHYLAXIS. 
ABSTRACT, 


Of complications, undoubtedly pneumonia and bronchitis 
are more often present, but there is a dispute among ob- 
servers as to which of these occurs more frequently. A 
recent French writer believes that the complex pathology 
of these chest complications is explained by the presence of 
different microbes in different forms. There are thus con- 
gestive, inflammatory and suppurative pneumonias ; these 
produced by pneumococci and those caused by streptococci. 

It is an admitted fact that the virulence of microérganisms 
is raised to the highest degree in all forms of influenza and 
its complications. | 

The important duty is to remember the depressing nature 
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of the original affection. Especially remember the impor- 
tance of sustaining and energizing the cardiac and respira- 
tory nerves. In my limited experience I have found nothin 
that can compare with strychnia and digitalis ; full doses o 
digitalis and much larger than the ordinary dose of gl ed 
nia. We are too timid in our dosage of strychnia. In those 
cases where the influenza is still active, I add to the above, 
fl, ext. aconite in small doses. This may appear heterodox, 
but I believe it to be a sensible combination. Phenacetin 
and its companions of the coal-oil group, with codein, may 
be continued in some cases from the original influenza to 
the complicating pneumonia and bronchitis. An early re- 
course should be had to cod-liver oil and syrup of hypophos- 
phites or similar tonic remedies. 

Pleuritis is a complication which is not very frequent, nor 
is there any particular management required except to re- 
member the nature of the previous trouble. A more frequent 
complication, as well as more troublesome, is pleurodynia. 
In our part of the State it has been of very frequent occur- 
rence the past season. The pain is often severe, resembling 
pleuritis or pleuro-pneumonia. Pressure along the course 
of the intercostal nerve will promptly locate the trouble. 
It is usually located on the left side. Great alarm frequently 
results from the feeling that the heart is or would be 
involved. 

At certain times in some epidemics, rheumatism is a com- 
plication. Disorders of digestion are frequently complica- 
tions; they constitute a very troublesome form of the 
disease. Fortunately, however, the stomach is, as a rule, 
only functionally atfected, the disturbance of digestion 
being due largely to the effects of the general disease upon 
the nerve centers. 

Of complications we must view those having a nerve ori- 
gin as the most important and perplexing. Post-mortem 
examination of a patient who had died of influenza, revealed 
serious injury to the brain. Althans, of London, refers to 
the results of a series of eleven post-mortem examinations. 
In every case intense hyperemia of the pia mater at the 
base of the brain was present. The arteries were distended 
and the consistence of the brain and spinal cord was in- 
creased. In two cases by Flirbringer, the autopsy revealed 
capillary emboli and hemorrhagic foci in the lobes of both 
hemispheres, involving the white and gray substance. Mills, 
of Philadelphia, classifies the organic nervous lesions occur- 
ring in the wake of influenza in the following order; neuri- 
tis, meningitis, myelitis and cerebritis. He considers no 
single affection so common as neuritis, occurring in every 
form as to location and diffusion. By some authors, menin- 

itis is said to cause more deaths in influenza than heart 
ailure. 

To name, number, classify and explain the nervous conse- 

uences of la grippe is a task too great to undertaken. 
While their number and variety is legion, still we believe a 
careful consideration will show that they result from the 
exhaustion of the power of the nerve centers, due to the 
effect of the essential poison upon nerve structure. Cephal- 
algia, trigeminal neuralgia, insomnia, loss of memory, car- 
diac weakness, indigestion—in a word, functional derange- 
ment of all the organs, can in a vast majority of cases be 
traced back to a neurotic origin. If a careful examination 
does not reveal any central cause, then the task may be 
wonderfully simplified by me all as forms of ex- 
hausted nerve force or vital power. I do not believe we can 
do better than place our main reliance upon our friends of 
other years, strychnia, iron, quinin, cod-liver oil and phos- 
phates. These cases in their multitudinous characters will 
afford opportunity for the largest experience. There is 
change of location, out-door life and exercise; there is the 
rest treatment, massage and electricity. 

I wish to name one simple remedy I have found of great 
benefit, especially in the case of patients in advanced life 
when the waste products are becoming more and more 

,retained; the coatings of the vessels filling gradually; 
in these cases I urge the patients to use hot water freely— 
to drink all the stomach will retain. It is frequently sur- 
prising how soon improvement appears. Having applied 
the teaching of modern scientific —— in an intelligent 
manner to the case, and given careful attention to the mu- 
cous lining of the nose and throat, the medical attendant 
has about performed his duty. For a scientific prophylaxis 
we must look to the faithful pathologist and bacteriologist. 


DISCUSSION. 


Dr. E. B. Futiterton, of Columbus—I think there is no 
doubt as to microbie origin of influenza. There is not that 
proof which would have been satisfactory some vears ago; 


but there is proof, that, after the discoveries or proofs in 
regard to the bacillus tuberculosis, is conclusive I think to 
reasonable men. There have been a number of experi- 
menters in regard to this. You all have knowledge of the 
various experimenters, from Pfeiffer, Kitasato, Canon, 
onward. 

There are some very interesting allied diseases. Among 
animals, the epizootic must have a microbic origin also. 
The epizootic sometimes attacks men. Influenza, I believe 
never attacks animals in the ordinary state, although it 
may be communicated. A remark about the character of 
the condition in the different years of its prevalence in this 
epidemic, seems to me not out of place. I should say the 
typical epidemic we had in Ohio was in 1889-90. Then we 
had the typical season, and I think since then the disease 
has been more likely not to be typical. During the last 
winter I have rarely seen a typical case of grip. There have 
been more mild cases, which would pass almost for bad 
colds. 

In regard to compiications—and that is the matter to 
which really this discussion should be limited—I think the 
Doctor has spoken of the most of them. One of the most 
obstinate cases of brachyalgia I have ever seen was un- 
doubtedly of this origin. I have seen several cases of sci- 
atica that were unusually obstinate as the result of this 
disease. I have seen one case of cruralgia, also. In regard 
to the treatment of the complications and sequel, this of 
course merges into the treatment of the disease. 

As to the treatment of grip. There has been one treat- 
ment I adopted inthe typical cases in the beginning that I 
have seen very little of in the journals, and have heard only 
little of in discussions, and that is the treatment by the 
tincture of aconite, one or two drops every hour. This will 
quiet the fever and the pulse, and relieve the catarrhal 
conditions about as much as any of the new remedies. Dr. 
Whittaker, in his very valuable work on the “ Practice of 
Medicine,” mentions salipyrin as almost a specific. Whether 
others count it so, 1 do not know. I know in my practice I 
have found it to have no more prompt control than other 
remedies commonly used; phenacetin, the so-called anti- 
febrin, acetanilin, aconite and the bromids. And, gentle- 
men, there is no remedy like full doses of the bromids. 
Where the patient is complaining of pain, interfering with 
his rest, full doses, 30 grains, of the bromid of potassium will 
answer like a charm. 

Dr. CaLpweELL—The most disastrous complication I have 
had to deal with is the tendency of old people to take on de- 
generative processes. Weakness comes on from the exhaus- 
tion of the disease. This has not occurred in the last year 
or two that we have been having the grip. And I would 
rather agree with the last speaker, it has become rather a 
popular name, and as physicians we are prone to use the 
term a little recklessly. 

Dr. Noxtu—I have seen within the last few years quite a 
number of cases of influenza; that is, the form of grip called 
influenza, attacking the respiratory tract. I believe this 
disease to be of microbic origin. It has become quite a fad 
with the profession. I do not know how we would get along 
without the grip. We are in the habit of calling everything 
we do not understand,“ la grippe.” Now I believe it arises 
from the presence of a microdrganism, and this microOrgan- 
ism develops or generates a ptomaine, and this ptomaine 
enters the system and affects the ganglionic system. Why 
it affects one ganglionic system in one person and not in 
another, I can not explain. Sometimes it affects the celiac 
axis and sometimes other ganglia. I wantto protest against 
the use of quinin in this influenza in any form. The paper 
read gave an account of post-mortem examinations, where 
hyperemia and inflammation had taken place in the mem- 
branes of the brain. I believe I have treated a number of 
cases of deafness, due to quinin given in influenza. It is 
one medicine that should never be given in influenza. I am 
a great friend of quinin, but would not use it in influenza. 
It causes hyperemia and inflammation of the brain. If you 
study the cases which go on to insanity, you will find the 
majority of them have been treated with quinin. I have 
used in these cases a combination of salol and phenacetin. 
It hag acted almost as a specific. I combine two and a half 
grains of salol with an equal quantity of phenacetin. If 
you go into the decomposition of salol and phenacetin, you 
will find a physiologic reason for its action. You will find 
some of these patients blue from paralysis of the heart, due 
to the action of coal-tar products. But with the quantity 
in these pills, it takes only afew hours to get good results. 


(To be continued.) 
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Chicago Pathological Soclety. 
(Continued from page 111.) 
Regular Meeting, May 13, 1895. 

Dr. WELLER VAN Hook, President, in the chair. 

Dr. Artuur R. Epwarps read the first paper on the pro- 
gram, entitled 
REPORT OF CASE OF CHRONIC FIBROUS MYOCARDITIS PRODUCING 

A RELATIVE AORTIC REGURGITATION. 


The patient was 54 years of age, drank hard and had rheu- 
matism. For four weeks he 
edema, tympany, anorexia, coughing and occasional vomit- 
ing. On examination, there was orthopnea, ascites and ana- 
sarca. The heart was enlarged, especially the left ventricle, 
to which were added the signs of hypertrophy of the same 
chamber, as evidenced by the quick pulse and heaving apex 
beat. The physical findings were those of aortic regurgita- 
tion ; weak second aortic tone, soft protracted blowing, dias- 
tolit aortic murmur heard over the second left intercostal 
space near the sternum, the alterations in the left chamber 
as already mentioned, and appropriate sphygmographic and 
auscultatory arterial phenomena. While .the clinical diag- 
nosis was aortic insufficiency, the autopsy disclosed an ex- 
tensive fibrous myocarditis with secondary ventricular 
hypertrophy and dilatation. The cause of the myocarditis 
was atheroma of the coronary arteries and coronary throm- 
bosis. Relative insufficiency is very rare and myocarditis 
has never been described as one of its causes. A complete 
review of the literature of this variety of relative insuffi- 
ciency gave but twenty-five cases. 

Two main etiologic agents exist: 1, ventricular dilatation ; 
2, dilatation of the aorta. Ventricular dilatation producing 
relative aortic leakage has resulted from muscular exertion, 
myocarditis, idiopathic cardiac hypertrophy, arterio-sclero- 
sis, aortic atheroma, increased arterial tension, synechia cor- 
dis, and parietal endocarditis. Aortic dilatation is caused by 
atheroma, aneurysm, trauma and acute inflammation. 

The clinical diagnosis is involved. Groedel’s “ distance” 
murmur and percussion of a dilated arcus ascendens have 
made diagnosis intra vitam possible. Accidental venous dias- 
tolic murmurs may complicate the diagnosis. Murmurs, 
even diastolic, do not constitute a valvular lesion. Renvers 
has demonstrated the intimate connection between the walls 
of the left ventricle, the auriculo-ventricular ring and aortic 
valves, whereby ventricular dilatation may render the aortic 
valves incompetent. 

DISCUSSION. 


Dr. Jos. M. Parron—This is certainly a very interesting 
subject, because it brings before us the diseases of the heart 
which are very difficult of recognition in a clinical way. 
Fraentzel congratulated the profession a year ago on the fact 
that diagnoses of myocarditis were much less frequently 
made than formerly. Virchow has always maintained that 
myocarditis was a rare affection, and has always been in- 
clined to deprecate the freedom with which this diagnosis 
was made. Certainly,so far as clinical signs are concerned, 
it is very difficult to make a diagnosis of myocarditis. There 
are four forms of myocarditis which it is claimed can be ob- 
served clinically with more or less distinctness, viz: the 
acute circumscribed myocarditis, acute diffused myocardi- 
tis, chronic circumscribed myocarditis, and chronic diffused 
myocarditis. The two first mentioned can probably never 
be diagnosed of themselves, but may be suspected on ac- 
count of the associated conditions with which they may 
apese. The third mentioned might be diagnosed by a 
physical examination in case of a localized area of degener- 
ation, where resultant dilatation from the area would pre- 
sent in such a way as to be perceived by palpation or 
percussion (a so-called cardiac aneurysm), otherwise it 
could not be diagnosed. The fourth is the most interesting 
one, because we will meet with it as we become acquainted 
with these ill-defined cardiac diseases. Chronic fibrous myo- 
carditis occurs most often on the left side of the heart. It 
is associated with many other conditions of the vessels and 
of the other internal organs. It may affect small portions 
of the cardiac muscle; or the cardiac muscle may be exces- 
sively changed by the aggregation of these cicatricial patches 
and deposits, as described by Dr. Edwards. The clinical in- 
terest centers in our ability to formulate some class of symp- 
toms, by which we could deduct this condition in life. There 
are no symptoms which are in any degree pathognomonic to 
chronic myocarditis. The symptoms which do present are 
essentially those of either uncompensated valvular lesion, 


ad suffered from dyspnea, b 


or of failure of the lesser circulation. The symptoms of 
marked ataxia of the muscle are the same. They may take 
the form of severe dyspnea, or there may be symptoms of 
pulmonary infarction or edema. The dyspnea may simulate 
that which accompanies advanced sclerosis of the peripheral 
vessels, but even if it is associated with infarction or edema, 
the condition is transient, and it is doubtful what part this 
might play in the production of symptoms. The physical 
examination of the heart will reveal nothing, except the 
enlargement of the left cavity in the earlier stages of the 
disease, and that dilatation may disappear later on. Very 
often there is marked enlargement, as in the case presented 
Dr. Edwards. There is one symptom that is practically 
always present, and that is cardiac arythmia, very often 
amounting to the condition known as tremor cordis, with a 
pulse of 200 or upward, the pulsations being almost inappre- 
ciable; but then this condition is associated with so many 
others that it is difficult to place the responsibility for its 
occurrence. The fact remains that a rapid and arythmic 
heart is an almost constant clinical sign of chronic myo- 
carditis. Then again, thereis a distinctive feature in regard 
to the character of the heart sounds. The second sound is 
usually weak, and that is somewhat indicative, because in a 
great many conditions of weakened heart muscle we have 
a relatively louder sound as compared with the bulk—the 
volume—of the first sound; whereas, in advanced conditions 
of chronic myocarditis the second sound is usually weak. 
The principal feature in regard to the sounds is the varia- 
tion that occurs in the character of the tones,a few tones 
being loud, sharp and snappy,and then a few following 
being weak and indistinct, a regular tic-tac, there being a 
greater variation of the force and volume of the tones than 
in any other condition of which [am aware. The report is 
certainly a interesting, particularly so because it is by 
just such clinical histories, accompanied by pathologic 
specimens, that we are to learn more of these very imper- 
fectly defined cases, as we understand them at present. 

Dr. J. B. Herrick—One of the lessons that is brought 
home tome by the very interesting and very instructive 
paper of Dr. Edwards, is the lesson that has been impressed 
upon me more and more, as I have studied heart cases, par- 
ticularly in the light of autopsies—and that is the lesson 
that the murmur we hear from the heart does not always tell 
us the condition of the valve over which we hear the murmur. 

Fraentzel, from whom Dr. Patton has quoted, makes the 
statement that of the physical signs of the heart that lead us 
to diagnose valvular disease, the murmur is the least impor- 
tant. I am sure that we have, all of us, more than once 
been deceived by an anemic murmur. It seems to me that 
we do not pay enough attention to the other evidences of 
cardiac disease that are really open to examination. For 
instance, the very inspection of a patient will often enable 
us to make a fairly accurate diagnosis. We can, by inspec- 
tion and palpation, alone, almost make an accurate diag- 
nosis of aortic regurgitation. We have in such cases diffuse 
apex-beat with heaving impulse, tortuous, pulsating tempo- 
ral and brachial arteries; and we have the peculiar water- 
hammer pulse of aortic insufficiency. We can find, too, the 
tones that are peculiar to the latter lesion in the periph- 
eral vessels, so that we could, without even —— to the 
heart, make a Seguers of that variety of valvular disease. 
What Dr. Patton has said with regard to the second tone 
of the heart is, I think, worth a great deal. We frequently 
make mistakes because we do not pay enough attention to 
the condition of the second tone. e all know how valuable 
the second aortic tone is in cases of cardiac hypertrophy due 
to renal diseases, and, again, the value of the second tone as 
an aid in estimating the muscular tone of the heart itself is 
not to be underestimated. It seems to me then, that one of 
the lessons of this case is that we should examine, not alone 
for the murmur of the heart, but examine as well for the 
enlargement of the heart; examine the second tones, the 
first tone, the peripheral arteries; in a word, make a com- 
plete examination and not rest entirely upon a discovery of 
amurmur. I do not think it possible in this case to have 
made the diagnosis during life. All the typical signs of 
aortic insufficiency were present; no cardiac irregularity to 
suggest myocardial trouble. But the lesson remains that 
every cardiac murmur is to be considered in the light of 
other cardiac findings, before an estimate is to be made of 
its importance as an evidence of primary valvular disease. 

Dr. A. R. Epwarps, in closing, said: One thing is sug- 

ested to me by what was said about increased pulse rate. 
n myocarditis the pulse may be increased, of normal fre- 
uency, and there is still another group in which there is a 
decreased rhythm. In this case we watched throughout for 
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any irregularity and it never appeared in the clinical course 
of the disease. Regarding the value of murmurs: it is one 
of the four aasdinal rules of Fraentzel that a murmur does 
not establish a lesion at a valve, and that applies most — 
cially to systolic murmurs, and the converse has usually 
been taken as true of diastolic murmurs, the latter always 
indicating a valvular lesion. I omitted in reading the 
paper, on account of its length, to state that diastolic mur- 
murs may occur, due to inorganic causes. They have been 
demonstrated to be due to venous bruits in the jugular 
vein, in the cave superior and inferior, and furthermore 
they have been found in the cases which I have cited, nearly 
all of which have been diagnosed as organic lesions during 
life. As to the specimen, there is nothing on the slides, as 
they are shown, that are not found in specimens of myocar- 
ditis from other causes—simply, the broad masses of cicatri- 
cial tissue, some long cells, and few foci of round cells. 
Dr. T. A. O_ney, of Chicago, read 


A REPORT OF A CASE OF AMOEBIC LIVER ABSCESS. 


Patient was admitted to the medical ward, where a diag- 
nosis of liver abscess was made. This was confirmed by 
exploratory punctures with an aspirating needle, followin 
his transference to the surgical ward. Drainage was secure 
by a rubber tube inserted in the posterior axillary line at 
the seventh rib, and a considerable amount of yellowish pus 
discharged. Death occurred in a few days following a further 
exploration by puncture of liver, dullness in front and be- 
hind having failed to locate other abscesses. At the autopsy 
several irregular large abscess cavities were found, one of 
these occupying the posterior and upper part of the left 
lobe—which the drainage had not reached. These were all 
surrounded by a marked zone of necrotic liver tissue and 
contained thick grayish pus which contained chocolate 
colored lumps and granular necrotic liver tissue. In the 
caput coli two or three small ulcers were found. There was 
no history of dysentery. 


DISCUSSION. 


Dr. A. R. Epwarps—I saw this case on the medical before 
it went to the surgical side, and afterward with Dr. Olney 
on the surgical side. When the pus was drawn from the 
thorax with the needle, the color of the pus was invariably 
white and very thin. There was none of the chocolate color 
in that cavity, at least. And then when it was transferred 
to the surgical side after free drainage, and the symptoms 
of sepsis were not abated, Dr. Olney put needles into the 
liver. The needles were inserted into the area of dullness 
beneath the hypochondrium on the right side,and once only 
was pus obtained in something like thirteen punctures. 
The pus in this instance was quite creamy. The interesting 
point, clinically, is that the largest abscess of all was con- 
cealed by the peritoneal adhesions which bound the lower 
surface of the left lobe of the liver to the upper surface of 
stomach, thereby entirely concealing a large abscess by the 
gastric tympany. If we had pushed the needle through the 
tympany, we would have reached the liver abscess which 
caused his death. There were at the post-mortem, other 
small abscesses, too small for clinical detection. 

Dr. E. R. LeCounr—I happened to see the autopsy con- 
ducted in this case, and it is interesting from several stand- 
points. First, the small amount of intestinal involvement. 
Only three ulcers were found in the caput coli, and those 
were verysmall. The amountof liver involvement was very 
large. Another interesting point in connection with cases 
of this character is that, as a rule, the pus is chocolate col- 
ored, due to the necrotic liver substance contained in the 
pus. Another interesting feature—the pus was brought into 
the laboratory from the morgue, placed on a slide and a 
drop of warm salt solution added, when amcebe with ameeboid 
movements were seen by a number—Dr. Weaver, Dr. Will- 
iams, Bishop and myself, and some of the assistants. As 
soon as it was found that the amcebe were active, they were 
fixed with 2 per cent. Fleming’s solution, and in this way 
ed were positively differentiated from the necrotic liver 
cells. 


In the examination of pus from the liver, while the patient 
is still living, it is frequently very difficult to distinguish possi- 
ble amcebe from necrotic liver cells, on account of the vacu- 
oles that will be present in both of them, the amcebe being 
frequently dead as well as the liver cells. A 1 per cent. 
osmic acid solution was used to differentiate fat from vacu- 
oles of the amcbe and fulfilled expectations. Notwith- 
standing the small amount of mucous membrane involve. 
ment of the colon, the amcebe coli were very numerous in 
the mucous membrane and were found down between the 


mucous follicles and beneath the mucous follicles lying upon 
the muscularis mucose. 

Dr. Jas. W. WALKER presented specimens from an ancient 
empyema, and made the following remarks: I regret that I 
can do nothing more than offer these specimens. I know 
nothing of the history of the patient but that he was a man of 
60 years, admitted to the hospital for an operation on a neo- 

lasm of the right eyelid which was to be F poe hn to-day. 
He was in the hospital a few days and died suddenly on Sat- 
urday. Unfortunately, no careful history of the patient has 
been recorded, so I can only show you the result of the post- 
mortem made this morning. The neoplasm of the right 
lower eyelid, growing for one year on the site of a pig- 
mented mole, is presumably an epithelioma. 

In the ileo-cecal valve (the rest of the intestinal canal 
was negative) was a small tumor projecting into the lumen 
of the valve. On section it has the appearance of a fibroma. 

The heart is enlarged. It measures over 12 cm. for the 
left ventricle, and the right ventricle 10 cm. There is a 
thickening of the aortic valve, but no deformity. There is 
also myocarditis of the column carne of the left ventricle, 
and most interesting of all is the very marked atheromatous 
place in the mitral valves,and a few at the beginning of 
the aorta. The only clinical record is the fact that there 
was a mitral systolic murmur. 

In the left chest the lung was negative, except that the 

leura immediately over the apex was markedly thickened. 

he pleura was much thickened and there were white scars 
on the pleural surface of the same Jung, but the lung sub- 
stance was entirely negative. The apex of the right lung is 
quite firm, just as firm asin pneumonia. I have not been 
able to find anything like tuberculosis in it but it is per- 
fectly solid, and seems to be an old unresolved pneumonia. 
The pleura was not adherent to the apex, and the lower part 
of the lungs was nermal. In the right pleural cavity, in the 
lower half of it, laterally and posteriorly and adhering to 
the diaphragm below, was a bulging mass covered by a yel- 
lowish membrane resembling very much the inside of the 
aorta, calcareous in consistency in many places; with 
pin point nodules which grated under the finger, and slightly 
fluctuating on pressure. There was nothing abnormal in 
the appearance of the ribs on that side of the chest. The 
covering was so firm that fluctuation was quite obscure. On 
cutting through it a thick greenish-black fluid oozed through 
the opening, and on cutting into it more deeply I 
found this mass. It has a clayey appearance; it is brittle 
like a piece of blue earth; it has no odor whatever, and the 
under surface of this is the part that was projecting toward 
the pleural cavity. I think this clay-like material was 
between the two surfaces of thickened pleura. I would sug- 
gest that an old empyema was the disease leading to the 
conditions found. The ribs were sufficiently soft to allow 
my cutting through them with an ordinary morgue knife. 

The stomach is not specially interesting. The gall blad- 
der contained thirty-eight small gall stones. The kidneys 
were both quitesmall,and the markings of the cortex almost 
absent, glomeruli distinet, proportion of pyramids being 1 
to 5. Spleen small in size, firm in consistency ; shows noth- 
ing in cut section but its surface had a corrugated, alligator 
skin appearance, and shows a number of pin-head size, white 
patches. The liver in places was a cloudy gray color, with 
entire absence of markings of the lobules around the periph- 
ery of the convexity; distinct nutmeg appearance is very 
sharply defined. 


Uterine Flatus.— According to the Medical Press and Circular 
July 26,an interesting instance of “phantom tumor” of the 
uterus due to tympanitis of that organ, has been reported by 
Dr. Lichtenstein, of Liegnitz. On account of a chronic me- 
tritis,a patient was successfully treated by tamponment with 
iodoform gauze. A considerable time afterward she suffered 
from violent pains in the abdomen. On examination the 
abdomen was found much distended, and the uterus three 
finger-breadths above the umbilicus. On examining with 
the sound it passed into a large empty cavity, and air escaped 
out of the uterus with a distinct pop. The patient was fre- 
quently troubled in this way, the uterine tympany always 
coming on when the stomach or bowels were disordered. A 
few days after the attack described there was still pain at 
the side of the uterus. Massage and rhubarb and charcoal 
still further improved the condition. 
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SATURDAY, AUGUST 24, 1895. 


PATHOGENY OF DERMOID CYSTS. 

In L’ Union Médicale, July 18, ult., is an excellent 
article by M. Pierre DELBEt, the Parisian surgeon, 
giving a resumé of the pathogeny of heterotopic 
tumors (dermoid cysts), which is abstracted from 
the large work on clinical and operative surgery by 
Proressor LE Dentu and the same author. The oldest 
theory seems to be that of Gkorrrey Sarint-HILArIRE— 
that of diplogenesis by inclusion. This author 
arranged these tumors in a long series, beginning 
with the most simple forms, as those of the eyebrow, 
and going through the more complex varieties in the 
ovary and sacro-coccygeal region, and ending with 
parasitic and autositic monsters. In other words, 
he believed that simple dermoid cysts are to be con- 
sidered as the “prodigiously incompletely developed” 
remains of a primitively distinct individual. This 
theory was strongly combated by LeBerr and Broca. 
The latter pointed out that all dermoid cysts do not 
contain authentic fetal débris, while others contain 
too much,—as those with 300 teeth, etc. 

Again, it is difficult to comprehend how one embryo 
can penetrate the abdomen of another, to lodge, for 
instance, in the ovary. Lrsert has shown that it is 
not rare to find dermoids in both ovaries, which, if 
we adhere to Sarnt-HILaire’s theory, necessitates 
believing that two distinct embryos have penetrated 
a third. “It takes,” says LANNELONGUE, “a great 
effort of the imagination and much good faith to 
recognize the representative of a distinct individual 
in a simple dermoid, a simple small sac formed by 
the skin, and often without papille or sudoriparous 


glands.” This theory, however, offers the only satis- 
factory explanation of these tumors of the jaws, the 
sacro-coccygeal region and the scrotum where we find 
fetal débris. 

LEBeErT, in his theory of plastic heterotopics, has 
taken a diametrically opposite stand to that of Sarnr- 
Hinarre. He compares dermoids with other neo- 
plasms and admits their autogenous and spontaneous 
formation. They develop by virtue of “a particular 
aberration of nutrition.” This author did not extend 
his theory to the more complicated forms and, as 
DeELBET remarks, it is not worthy of discussion. 

The theory of inclosure of Remax and VERNEUIL 
supposes that a part of the integument is nipped off 
during growth and buried in the surrounding tissues 
where it continues to develop. This theory readily 
explains the formation of simple cysts; moreover, 
these are always observed in regions with a compli- 
cated development—around the branchial clefts, 
orbits,in the sternal, abdominal and perineal regions, 
where the ventral and dorsal plates fuse. It may be 
objected that the structure of these cyst-walls is not 
the same as that of the skin, for the papille and 
sweat-glands are generally wanting; but these two 
structures are precisely those parts of the external 
tegument which are the last to appear. This hypoth- 
esis is utterly inadequate to solve the problems of 
the more complex tumors. 

De Ber dismisses the theory of extra-uterine preg- 
nancy, which presumes that these tumors are the 
result of extra-uterine fetation, with the remark that 
it will hardly answer for those in the eyebrow and the 
testicle, and, moreover, it does not suffice for those 
in the ovary which are to be seen in the newly-born 
and in virgins. 

Barp has proposed a peculiarly unique theory, that 
of “nodal cells.” This author is a great partisan of 
the absolute nature of the cells; but this must evi- 
dently be primitive. The ovule and the first few cells 
developed from it have the property of giving rise to 
daughter cells, differing from the mother-cell and 
from each other. These first cells must, then, be 
extremely complex, for they may give rise to the 
most diverse tissues. These are the cells which he 
calls nodal cells. With increasing stages of develop- 
ment these cells become less complex and finally 
they become fixed and incapable of producing cells 
differing in character from themselves. But, accord- 
ing to BARD, some of these nodal cells may persist 
in the adult tissues and it is the proliferation of 
these cells which forms dermoid cysts. DELBET 
remarks that while the contemplation of this theory 
affords a certain sense of satisfaction, the presence 
of these nodal cells in adult tissues is absolutely 
undemonstrable. 

The theory of parthenogenesis next claims atten- 
tion. This, as is generally known, is the develop- 
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ment of an embryo from the ovule without the inter- 
vention of the male element. This form'of asexual 
generation has been shown in some of the lower ani- 
mals (parthenopinea) where it produces normal indi- 
viduals. Burron and Sarint-HILarre believed that 
possibly this might occur accidentally in the higher 
animals and give rise to rudimentary monstrous in- 
dividuals. 

Repin and Marruras Duvat attributed the form- 
ation of ovarian dermoid cysts to parthenogene- 
sis. The former author concludes that all dermoid 
ovarian cysts contain vestiges of organs and that they 
represent imperfect beings which can only be of 
ovarian origin. The possibility of segmentation of 
a non-fecundated egg has already been shown. Duvau 
says we may even say that parthenogenetic segmenta- 
tion is an ordinary, almost normal, process, but it is 
quickly arrested by fatty degeneration and does not 
proceed as far as the formation of a blastoderm, much 
less that of organs however rudimentary. SreINLIN 
has seen a very young dermoid, the size of a hemp 
seed, in the interior of a Griafian follicle. While 
this parthenogenetic origin is not directly demon- 
strated it is very likely. It has two facts in its favor 
—the frequent segmentation of non-fecundated 
oyules and the intra-follicular seat of these cysts in 
their beginning. 

DELBET sums up the evidence as follows: the 
widely different characters which dermoid cysts pre- 
sent and the nearly constant relation between their 
location and their degree of complexity lead us to 
believe that they are not of the same nature and are 
due to different pathogenic conditions. It is very 
probable that the simple dermoids are produced by 
inclosure, while the complex cysts, containing fetal 
débris, have two different pathogenic causes according 
to their situation—first, those which we may call 
external, in the jaws, sacro-coccygeal, perineal and 
scrotal regions, are due to diplogenesis; they are 
double monsters, joined to their hosts like parasites ; 
these double monsters are considered, since the 
researches of Fer, to be due to polyspermia, that is, 
the penetration of several spermatozoa into the same 
ovule, in other words, diplogenesis is uniovular. Sec- 
ond, the complex tumors which we may call visceral, 
those of the ovary or testicle, are, on the contrary, 
very probably due to parthenogenesis. 

Is this theory satisfactory? Some details are still 
obscure, especially those of the mediastinum. Most 
of these tumors are simple cysts which may be ex- 
plained by inclusions, formed at the expense of the 
front gut or by invagination of the bronchial tree; 
but there are complex cysts, also, such as that re- 
ported by Gorpon,' which contained bones and seven 
teeth. The causes of this almost unique case are 
still unknown. 


! Med. Chir. Trans., x111, p. 13. 


SIMULATION OF INSANITY. 

The case reported in the daily press, of a leading 
German actor, who, after repeated impersonations of 
the character of a lunatic became himself insane, is 
one of some psychologic and medico-legal interest. 
It is not altogether unique; the same story has been 
told before, and a somewhat parallel case in this 
country has been published recently, but it is worthy 
of attention as evidence that continuous dwelling on, 
and practical adoption of, insane acts and ideas, 
even though with full consciousness of their ab- 
normal nature, has a naturally bad effect upon the 
mental health. It is probable, it is true, that most 
of those who thus succumb to insanity in this way, 
were already somewhat predisposed to it, but abso- 
lute mental equipoise can be claimed by no one, and 
the danger is not to be disregarded even by those who 
are best equipped and fortified mentally. 

In a medico-legal point of view it has some im- 
portance as bearing on the question of simulation. 
Some high authorities, among whom we may count 
ScHUELE and Sanper, assert that protracted simula- 
tion is itself pathologic, or, at least, that it becomes 
so after long continuance. Such instances as the 
one referred to would seem to support this view, and 
it has in its favor the well-known psychologic phe- 
nomenon expressed in the common saying that 
habit becomes a second nature. The actor who 
tries to realize his conception of the character he 
represents, is moreover, in far less danger than the 
man who for a purpose endeavors to continually act 
asa lunatic. His conception may be an imperfect 
one and his attempt clumsy in execution, but how- 
ever this may be, he runs a risk of sooner or later 
making it natural enough if he persists. 

On the other hand, actual simulation of insanity 
does not exclude the possibility of co- and preéxist- 
ing mental disease. This has been repeatedly demon- 
strated, notably by Kiernan, Hugues and others in 
this country, as well as abroad, and marked cases 
are within the experience and recollection of most 
observing asylum physicians of long experience. 
This point is one that ought to be well considered by 
jurists, and, with the other, may not infrequently 
have important bearings in cases before the courts. 


THE NEW ILLINOIS PHARMACY LAW. 


Tilinois has what is practically a new pharmacy 
law. It purports to be only the old one amended, but 
the differences are more numerous and striking than 
the samenesses. The indications are strong that it 
was prepared and passed for the benefit of the phar- 
maceutical profession rather than the general public. 
The latter will undoubtedly indirectly gain by it 
on some points, but only incidentally, and not with- | 
out loss. For what good it contains, the Governor 
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apparently did not care to veto it, but let it become a 
law without his signature. 

Its scope can be somewhat judged of from the sec- 
tion headings, which are as foilows: ‘‘ None but regis- 
tered pharmacists to dispense, etc.; Who may be em- 
ployed in drug store; Meaning of the words “ drug 
store” or “pharmacy ;” Registered pharmacists; Who 
may be registered pharmacists; Assistant registered 
pharmacist—who may be; Permits to persons in vil- 
lages; Duty of registered pharmacist; Annual regis- 
tration—fee—certificate to be posted; Board of 
pharmacy—how appointed ; Organization of board— 
duties of officer—place of meetings; Salary of offi- 
cers—report: Label with name of article—penalty ; 
False representation to procure registration—pen- 
alty; Adulteration—penalty for—expert—board to 
prosecute; Suits for penaities.” 

To begin with, this law seeks by multiplying de- 
scriptive terms and incorporating a definition to 
specifically cover, not only pharmacies and stores, 
but also dispensaries, “ drug stores,” apothecary shops 
and any “store, shop or other place of business where 
drugs, medicines or poisons are compounded, dis- 
pensed or sold at retail.” However, the board of 
pharmacy is authorized, in its discretion, to issue 
permits to persons, firms, or corporations engaged in 
business in villages or other localities, empowering 
them to sell the usual domestic remedies and pro- 
prietary medicines under such restrictions as the 
board may deem proper, such permits to specifically 
state just what the holders thereof are allowed to 
sell. 

But nothing in this act is to prevent any person or 
persons owning a drug store or pharmacy who shall 
employ and place in active and personal charge of 
the same, a registered pharmacist, nor interfere with 
the exclusively wholesale business of any “ wholesale 
druggist,” whereas it was before of “ any dealers.” 

Neither is it, any more than did the old law, to ap- 
ply to or in any manner interfere with the “ practice” 
of any physician or prevent him from supplying to 
his patients such articles as may seem to him proper, 
substituting, as above, the word “ practice” for “ bus- 
iness.” It also omits the proviso in this connection 
of the former act “ that no part of this section shall 
be so construed as to give the right to any physician 
to furnish any intoxicating liquor as a beverage, on 
prescription or otherwise.” 

Not only must appointees to the board of phar- 
macy be such “competent registered pharmacists in 
the State, as have had ten years’ practical experi- 
ence in the dispensing of physicians’ prescriptions,” 
as heretofore, but they must be persons “who are 
actively engaged in the practice of their profession.” 

Other changes require that registered pharmacists 
must be 21 years of age; prescribe certain qualifica- 
tions for them: make the original registration fee in 


all cases $5 and the subsequent annual fee not to 
exceed $1.50: fix the cost of “ permits” at $1 in the 
first instance and 50 cents a year thereafter; impose 
upon registered pharmacists who take into their em- 
ploy apprentices, to report to the board such facts 
regarding their schooling and preliminary qualifica- 
tions as the board may require ; empower the board of 
pharmacy to refuse registration or suspend the certifi- 
cates of registered pharmacists, or assistant pharma- 
cists, who are proved to be so addicted to the exces- 
sive use of stimulants or narcotics as to render them 
unsafe to handle or sell drugs, medicines and_poi- 
sons ; require the conspicuous exposure of certificates, 
and display over the door or department the name 
of the registered pharmacist who conducts the drug 
store or pharmacy. 

What concerns the public yet more, and is to be 
deplored, is the change with respect to the selling of 
poisons. The new law on this point, in full is: “No 
person shall sell at retail any drug, medicine or poi- 
son without affixing to the box, bottle, vessel or pack- 
age containing the same a label bearing the name of 
the article distinctly shown, with the name and place 
of business of the registered pharmacist from whom 
the article was obtained: Provided, That nothing 
herein contained shall apply to the dispensing of 
physicians’ prescriptions. Any person failing to 
comply with the requirements of this section shall 
be liable to a penalty of $5 for each and every such 
offense.” 

This, it will be readily seen, opens the gates wide 
for careless and unscrupulous dispensers and crimi- 
nal and suicidally-disposed purchasers—if it is not a 
broad invitation to crime and self-destruction. What 
protection is there in a registered pharmacist’s name 
affixed as prescribed, when he is neither required to 
exercise caution in making sales of deadly drugs, nor 
to mark same “ poison?” The old law was infinitely 
better in this respect. It required all this and the 
distinctly marking of poisons as such, beside forbid- 
ding the delivery of the commonly recognized poi- 
sons to any person under 15 years of age, or to any 
person, without the seller satisfying himself that such 
poison was to be used for a legitimate purpose,although 
the penalty for a violation thereof was fixed at the 
ridiculously small sum of $5 for each offense. 

Comparison with the Wisconsin Legislature at 
its last session, when it revised the law of that 
State on this subject, is to the decided credit of that 
State. It requires paris green to be marked “ Paris 
Green, Poison,” and has added to the list of specially 
proscribed articles: oil of savin, oil of tansy, oil of 
cloves, phosphorus, sulphuric ether, or any mixture 
containing any of the specified poisons or of any 
combination of them sufficient to kill a person tak- 
ing the same. When lawfully sold, a label bearing 
the name “ Poison” distinctly shown, together with 
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the name and place of business of the seller must be 
affixed to the box, bottle, vessel or package contain- 
ing the same, and to the wrapper or cover thereof. 
“ And every person who shall sell or retail any such 
poison shail keep in his place of business a book, in 
whick shall be entered an accurate record of the sale 
of all poisons; such record shall contain the amvunt 
purchased, the date, for what purpose purchased and 
the buyer’s name and address. This record shall be 
at all times, during ordinary business hours, subject 
to the inspection of the district attorney of the county 
in which such store is located, or of any authorized 
agent of said board. Any person failing or neglect- 
ing to comply with any of the provisions of this sec- 
tion shall be guilty of a misdemeanor and upon con- 
viction be punished by a fine not exceeding $50 nor 
less than $5.” 

When the Illinois Legislature meets again, it should 
certainly “amend” the pharmacy law once more, and 
restore it in this particular to what it was before, if 
it can not be induced to emulate the example of the 
law-makers of an adjoining State and throw still 
stronger safeguards around human life. 


THE DUTY OF URGENT EXIGENCY. 

The railway companies are finding themselves held 
to the strictest accountability in their humane or 
politic—as different persons consider it—arrange- 
ments to furnish their unfortunate employes with 
medical attendance. In the case of the Ohio & Miss- 
issippi Railway Company v. Early, decided April 
12, 1895, the Supreme Court of Indiana reverses a 
judgment for damages obtained in the circuit court. 
It says that while a railroad company is under no 
legal obligation to furnish an employe, who may re- 
ceive injuries while engaged in the service of the 
company, with medical or surgical assistance, yet 
where a day laborer or employe has, by unforeseen 
accident to him while engaged in the line of his duty 
as such employe, been rendered helpless, the dictates 
of humanity, duty, and fair dealing would seem to 
demand that it should furnish medical assistance. 
This duty could not rest upon the master in ordinary 
cases, in the absence of acontract to do so, but should 
rest upon him only in extraordinary cases, where 
immediate medical or surgical assistance is impera- 
tively required to save life, or avoid further serious 
bodily injury. 

This duty on the railroad company only arises out 
of strict necessity and urgent exigency, where imme- 
diate attention thereto is demanded in order to save 
life or prevent great injury. The duty arises with 
the emergency, and with it expires. This duty does 
not clothe the master with the power to dictate to 
the injured servant what particular physician or sur- 
geon shall treat him, nor does it deprive such injured 
servant of the right of making a conscious and delib- 


erate choice, while in the possession of his mental 
faculties, of the time, place and person, and by whom 
and when and where he will be treated. Andif the 
master, yielding to such right complies with the re- 
quest to be so treated, and at the same time promptly 
places before him ample medical and surgical assist- 
ance, ready to be rendered to meet the emergency, 
which he declines, then such emergency has ceased, 
and the duty with it; and if the choice thus made, in 
the conscious exercise of his own free will, turns out 
to be a mistake, the company is not liable, because 
the duty ceased with the expiration of the emergency. 


ASSOCIATIONS AND THEIR JOURNALS. 

“The journal is the Association,” says Dr. Tuomas 
M. Dotan, editor of the Provincial, speaking of the 
British Medical. He ascribes the wonderful growth of 
the British Association during the past twenty-five 
years largely to its journal,’and says: “When wecome 
to analyze the work of the Association, and what it is 
doing for the profession, we are more than ever con- 
vinced that without the journal the Association would 
be a very powerless machine, and that were the jour- 
nal to cease, the Association would rapidly diminish. 
The influence of the press has, during the last twenty- 
five years, been a constantly increasing one, and we 
need not wonder that the medical press has shared 
in the general benefits. The British Medical Journal 
has been ably edited. Still more, Mr. Fowxe has 
been able to secure for it that which brings in grist 
to the mill—viz., advertisements. Without the jour- 
nal you can hardly imagine an Association. What 
does the journal do? It brings all the members into 
communication; it publishes letters on every con- 
ceivable kind of subject; it lays down the law on 
ethics; it publishes long reports of the scientific 
committees; and it also gives the results of the 
annual meetings, the papers read furnishing material 
for the year. Its editorials and all that comes under 
the “we” are, we believe, alone paid for, and at a very 
cheap rate. The British Medical Journal, then, is the 
key-stone of the Association, and we hope it will 
flourish.” 

It seems hardly necessary to comment upon the 
foregoing, or to seek to apply its obvious lesson to the 
AMERICAN MepicaL AssociATION and its JOURNAL. 
We will only observe that the “grist to the mill” of 
the current issue of the British Medical is eighty-four 
pages of well-paid advertisements—netting more than 


enough, probably, to cover the entire cost of the 
number. 


Let THE Goop Work Go on.—In the last six weeks 
nearly two hundred Chicago physicians, have added 
their names to the subscription list of the JournaL 
OF THE AMERICAN MEDICAL AssocIATION. Many of 
them have joined the AssoctaTION, and others have 
signified their intention. The physicians of Chicago 
know a good thing when they see it. : 
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CORRESPONDENCE. 
Letters to My Hospital Internes, Past and 
Present. 


By Cassy A. Woop, M.D., or 


Urrecat, July 22, 1895. 


No better situation could have been chosen for the largest 
Dutch ophthalmic hospital than Utrecht. The city is about 
the geographical center of Holland and is the seat of a uni- 
versity founded in 1636 whose medical department is at- 
tended by a large number of students. Ophthalmology, as 
well as other branches of medicine, owes much to the 
Utrecht school. 

It was the celebrated treatise of Donders on physiologic 
optics (translated into English) that opened the way for 
a clear understanding of the refraction of the ocular media, 
the mode of accommodation and the action of the extrinsic 
ocular muscles, All these and many other important mat- 
ters have been elucidated by his worthy successor, Prof. 
H. Snellen. Two years ago the building of the new oph- 
thalmiec hospital (Nederlandsch Gasthuis voor ooglijders 49 
Bleijenburgstraat, seventy beds with over five thousand out- 
door patients and five hundred operations yearly—daily 
clinic 8 to 12, operations at 11) was opened. This is a very 
handsome eye hospital with wide corridors, high ceilings 
and cheerful indoor walks for the patients. It is built so 
that there is plenty of light where a good illumination is 
required, while convalescents can go about in covered ways 
suited to their condition. In this building Snellen gives 
the regular university courses for students. Here, too, 
other teaching is done by the Professor’s sons, Drs. H. J. 
and W. Snellen and the other assistants. All the operators 
follow the Professor’s example in making the corneal inci- 
sion (in cataract extraction) extend slightly underneath 
the conjunctiva. Snellen thinks that if this is done so as 
to avoid the sclera, that no bleeding will take place into 
the anterior chamber and so render the subsequent steps 
of the operation uncertain and difficult. This is, ~s you 
know, the chief objection to the conjunctival flaps. Its 
chief advantage is that such a wound heals in a few hours 
and binds the edges of the cornea closely together. When 
he does an iridectomy, as part of cataract removal, he favors 
the preliminary operation and performs it some six weeks be- 
fore. When there is increased intra-ocular tension, a sluggish 
pupil, posterior synechiz or an unripe lens he would advise 
it. At the time of the operation a 4 per cent. solution of 
pilocarpin is instilled, instead of eserin which is often very 
painful and irritating. After dressing the eye, subsequent 
to any operation where the eyeball has been opened,a thin 
oval aluminum shield (about 4 x 3 inches) is placed over 
the ocular region and this is kept in place by adhesive 
straps. The patient is now carried to bed on a litter made 
of poles and side-pieces run through folds made in the 
under operating sheet. He is allowed to sit up the next 
day, when the lids are also opened for examination. 

I was courteously allowed to examine a large number 
of cataract cases operated upon at various dates, and was 
greatly pleased with their appearance and the absence of 
complications. The Dutch people are notoriously clean 
and live in well-ventilated houses. I was consequently not 
surprised to learn that they are pretty free of diseases of 
the lids and conjunctiva. Dr. Snellen informed me that in 
Utrecht, with a population of 100,000, he sees barely 6 or 
7 cases of trachoma yearly. On the other hand, among 
members of the large Jewish colony in Amsterdam (most of 
whom work in factories and live in dirty, ill-ventilated tene- 
ments) granular lids has been endemic for over a century, 
and has apparently resisted all attempts to eradicate it. 


Professor Snellen is at present engaged in perfecting the 
ophthalmometer and believes that the University optician 
(office in the Physiologie Institute) has succeeded in grind- 
ing the prisms and other lenses connected with the instru- 
ment with a precision not attained by Parisians or other 
workers, He also showed me a new scheme for testing the 
color vision of railway employes. This consists, essentially 
of illuminated colored dises of glass which are exposed for a 
second or less, to the view of the person under examination, 
by means of the rubber ball and shutter used in the ordinary 
photographic camera. The size of the dise and its distance 
from the eye correspond to the visual angle for which the 
Snellen test types are arranged. The short exposure and 
artificially illuminated test color make it more difficult for 
the color-blind person to eseape detection than when the 
Holgren wools are alone employed. Moreover, the Snellen 
apparatus can be used at night time and the illumination 
does not vary, as does that of any other method that depends 
upon daylight. 

It seems to me that at least a portion of the post-graduate 
student’s stay in Europe might profitably be spent in one or 
more of the smaller university towns like Utrecht. He would 
in this way escape the over-crowded clinics of larger cities 
like Vienna, and be able to get nearer both patients and 
teachers. It is true that in the case of Utrecht, forexample, 
the average student does not know and would not care to give 
time tothe study of Dutch, but since both Professor Snellen 
and his assistants speak admirable English, and many of 
the patients understand a little German, this drawback is 
not aserious one. I think, also, that it is a mistake for the 
student of German medicine to give all his time to Berlin 
and Vienna, where he often has to take his chances with the 
members of a large class in getting partial views of opera- 
tions between the heads and over the shoulders of numerous 
assistants who crowd about the operating table. In smaller 
places, like Prague, Kénigsberg, GoOttingen, Kiel, Buda- 
Pesth, ete., the American student will generally have the ad- 
vantage of personal instruction from as good teachers as he 
will find in Vienna, and will secure advantages and oppor- 
tunities which he can not hope for even in the much-vaunted 
and more costly courses of the Austrian capital. 


BERLIN, July 30, 1895. 

There have been remarkably few changes in the personnel 
of the Berlin medical faculty during the past eight years. 
It would require more space than I have at my disposal 
even to mention all the celebrities at whose feet students, 
both graduate and undergraduate, might sit at this great 
teaching center. I renewed my acquaintance with so many 
of them as I could find in town. This is, however, the time 
of the midsummer vacation which every North German 
keeps who can. 
Virchow is still working away, pretty much as usual. His 
celebrated early morning (Pathologisches Institut, Charité, 
Mon., Wed. and Sat., 8 to 10 a.m) demonstrations in patho- 
logic anatomy and microscopy is just ended but will begin 
again, like all the other university classes, with the winter 
semester about the middle of October and last until March. 
Virchow’s former assistant, now Professor Isriiel—well 
known friend of the American—also gives courses on pa- 
thology in the same place. 
Berlin, when the convenience of the post-graduate student 
and the opportunities for study are concerned, is, to my 
mind, superior to London, while equivalent courses are much 
less expensive than those of Vienna, In the latter city every 
thing medical practically centers about the large Aligemeines 
Frankenhaus ; there is no running about to distant hospitals 
or lecture rooms for instruction or to witness operations. 
Both the regular University lectures and the other Vienna 
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courses (which go on month after month with little change) 
on the same or allied subjects, are generally so arranged 
that one can constantly pursue even a single line of study 
without much conflict of lecture hours. The proportion of 
teachers who speak English is probably greater in Vienna 
than in either Paris or Berlin. 

Although Vienna is perhaps the best place for the student 
who has but a short time for study abroad, yet Berlin and 
other German cities occasionally offer superior advantages 
in most departments of medicine to the physician or surgeon 
who can remain for a year ortwo. A prolonged stay will 
enable him to learn the language thoroughly and he will be 
better able to mentally digest what he sees and hears. He 
will also cultivate the acquaintance of teachers (a numerous 
class here) who follow their particular studies with an eye 
single to the service of science—not always casting furtive 
glances at the pocket books of the class before them. The 
University issues an admirable calendar (to be had at every 
pook store) and time table of lectures—a pamphlet that will 
be appreciated by those who have studied in London and 
Paris. Armed with this, and having chosen a centrally 
located lodging somewhere near the Charité, he can profita- 
bly set to work at almost any time. Berlin should, however, 
be avoided by the new arrival during the months of July, 
August and September unless he has previously arranged to 
act as Jocwm ltenens for some assistant or chief of clinic who 
has gone for the usual holiday. Moreover, unless he wishes 
to follow some special advanced course or courses it would 
be wise for him to begin at the commencement of one of the 
semesters (the next begins October 26),or one of the Ferien 
curse—vacation courses—for practicing physicians. The 
latter can not be too highly praised and should be attended 
by every post-graduate student who can conveniently reach 
Berlin toward the end of September. Full information re- 
garding each course with the address of the clinic where it is 
held, name of teacher, honorarium, etc., is given in an an- 
nouncement to be found in most medical bookstores or at 
the “ Langenbeck house” (10 Ziegelstrausse). 

The lecturers and instructors in the Ferien courses are not 
confined to the professurs and privat docenten of the Univer- 
sity—although these are in the majority—so that several 
competent and popular instructors outside the sacred pre- 
cincts are afforded an opportunity to display their merits. 

As many of these courses are limited, an early application 
is usually desirable before September 30, when certain of 
them begin. They all come to an end on October 26, each sin- 
gle course lasting four weeks. The fees are usually 40 marks 
($10)but range from 20 marks—e.g.,Westphal’s class in mental 
diseases, limited to five, twice a week—to 150 marks for Ba- 


ginsky’s practical course in otology, limited to three, and 


held daily. No department or departmental subsection of 
medicine or surgery seems to be forgotten in this scheme. 
For instance, there are thirteen courses, no two of which 
cover the same ground, in bacteriology, normal and patho- 
logic anatomy; seventeen in internal medicine; eleven on 
the eye and ear; eight on gynecology and obstetrics; two 
on physiology ; six on medical jurisprudence, toxicology and 
hygiene ; eight on nervous diseases and electro-therapy ; five 
on general surgery; fourteen on diseases of the ear, nose 
and throat; seven on syphilis, skin diseases and diseases of 
the genito-urinary organs, and one on medical photography. 

Berlin has for us rather a melancholy interest in pre- 
senting most of the sanitary advantages that our large towns 
lack, and but few hygienic shorteomings,of which American 
cities furnish such conspicuous examples. Every medical 
visitor should inspect as part of his studies, the extensive 
municipal slaughter houses and their laboratories, where 
every animal is examined, macro- and microscopically before 
‘its flesh is used for food. And woe unto the butcher who dares 


expose for sale acarcass lacking the proper sign of examina- 
tion! He should also inquire into the system by which a daily 
and thorough (I had almost said non-political) examination 
is made of the milk sold within the city limits, and by 
which acareful search is instituted for adulterations in other 
forms of food. These matters are fully gone into by Meyer 
in alittle book (Das Gresetz betrefiend den Verkehr mit Nahrung- 
smitteln) published by Springer in Berlin. During this study 
of municipal hygiene, he will find that smallpox is practi- 
eally unknown in Berlin and that everybody is, without ex- 
ception, vaccinated. Finally, not to further expand this 
letter, he will discover that the sewage of the town does not 
pollute the Sprey, but is pumped out to,and spread upon a 
municipal farm of some 1,200 acres where it is used as a fer- 
tilizer. This estate is thus made to pay, over and above cur- 
rent expenses, nore than 3 per cent. on the original outlay 
for the land. 


The Code—Once More. 
Cuicaao, Aug. 1, 1895. 

To the Editor:—Will you grant mea little space to con- 
sider three questions which in the midst of all the present 
discussion upon the Code of Ethics, I do not remember to 
have seen presented in print in exactly the same way they 
have presented themselves to me. A clear, precise answer, 
devoid of all eloquent circumlocution, to each one of them 
will, | believe, go far toward establishing the value of the 
Code in the minds of many doubters in the profession. 
These questions stated briefly are as follows: 

1. Is any written Code of Ethics compatible with free com- 
petition? 

2. Is any code which does not assume the form of law with 
penalties attached, likely to have more than a poetic influ- 
ence upon competing men? 

3. Is the medical profession free from the “com mercialism” 
so much contemned by the Code? 

Upon principle and policy I will confess that I am a rigid 
code man, but I nevertheless fail to see the advantage of a 
written code of ethics for the medical profession or any com- 
petitive avocation and I am without hope of such a code ever 
being universally practiced though it may be universally 
admired. The weakness of the Code in the matter of per- 
sonal competition and want of provision for appropriate pen- 
alties, I can best show by a couple of illustrations: 

A young man, industrious and well-trained, honorable and 
talented, graduates at the head of his class and then begins 
the practice of medicine upon a limited capital. He expends 
a large part of his surplus cash fitting up his office and 
otherwise equipping himself for his life work. Like all be- 
ginners, he has but few patients, and these far between. 
Some morning while wearily waiting in his office, an indi- 
vidual walks in to consult him in regard to a small tumor. 
The young physician recognizes the nature of the growth, 
is fully cognizant of the ability and willingness of the indi- 
vidual to pay him a handsome fee for removing it, and has 
furthermore, every confidence in his own surgical skill 
gained by hospital experience. The patient, however, sud- 
denly informs him that he has just come from Dr. X, whom 
the young man knows by repute and personal knowledge to 
be a man of inferior attainments. He furthermore learns 
that Dr. X has been in charge of the case, and for the last 
three months has been endeavoring to remove the tumor 
with all sorts of internal and external medication. Dr. X. 
being a regular physician, a confrére and personal acquaint- 
ance as well as a near neighbor, the young man at once 
thinks of the Code of Ethics. He also thinks of his ownsore 
need of money to meet his coming rent, and of this rare op- 
portunity afforded him to reveal his superior skill and ex- 
perience. To send the patient back to Dr. X, would not bene- 
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fit the patient but would merely turn him away to some 
other physician. It would moreover, probably bring down 
upon his own head all the jealous wrath and backbiting of 
an angry rival—a result which he is likely to bring about 
whatever course he may pursue. 

What, Mr. Editor, is the young man to do in the light of 
the Code of Ethics? One specific answer in such instances 
which are so common, is worth a volume of general plat- 
itudes. 

Permit me to relate an actual occurrence, for these are 
the cases that are troubling many honorable men in the pro- 
fession who admire the Code and yet seem strangely op- 
posed to it: 

A young friend of mine was treating satisfactorily several 
members of a well-to-do family. One of the daughters of 
this family suffered from excessive dysmenorrhea, the 
attacks of which were so severe as to resemble hysteria. A 
consultation was proposed and a popular gynecologist 
summoned. Glancing at the patient, the latter at first de- 
clined to make the examination, saying that the case was 
merely one of nervous dysmenorrhea so frequent among 
young girls and that marriage would relieve her of all her 
trouble. The family physician, however, insisted upon a 

hysical examination, stating that the family expected it. 
Tt was made. The consultant still declared that nothing 
was the matter except general neurasthenia which was to 
be treated upon general principles, and with electricity to 
the spine, notwithstanding the fact that he had been told 
the girl had undergone such treatment for about two years 
at the hands of one of the best neurologists in the city. 
This was in the spring of the year. The gynecologist went 
to Europe, and the ron not having made an ex- 
amination himself, carried out the consultant’s suggestions 
to the letter. There was not a particle of improvement, 
but rather the reverse. In the fall, the gynecologist re- 
turned and the attending physician after much earnest per- 
suasion got the patient to go and see him. She did so, but 
note the result! The great man now said she had “infiam- 
mation of the womb,” that she always had had it and that 
it was the inflammation which had given her all the trouble 
in the spring and while he was away. She was told to visit 
his office (the prescceanes office!) once or twice a week 
to receive local applications, for which she paid him $5 a 
visit. To complete the story, she went regularly, stil) con- 
tinues to go, so far as I know, though much dissatisfied 
with the result obtained, as she seems but little better 
than she always was. 

The family gpm who graduated with intense enthu- 
siasm for the Code, told me he was astounded at two things: 
first, that the gynecologist whom he had often heard speak 
glowingly and eloquently before medical audiences in be- 
half of the grand Code of Ethics, should have so ignored 
his rights; and second, that he should have played him so 
false as to recommend a line of treatment in the spring 
so utterly at variance with the requirements of the case. 
The family physician being still in attendance is asked all 
sorts of questions in regard to the gynecologist’s sudden 
change of opinion, line of treatment, results obtained, etc. 
To preserve his own credit and to act up to the spirit of 
the Code how, Mr. Editor, should the attending physician 
reply to these questions? 

A simple answer in such a dilemma is worth a dozen gen- 
eralities. I wish space was permitted me to cite from actual 
occurrences even more glaring than these; and I further- 
more wish that the valuable space of our better journals 
now filled with “sweet talk” and “platitudinous nonsense” 
about the grand old Code were used to report specific in- 
stances of flagrant misdemeanors. We would then secure 
some perceptible light upon many a dark problem haunting 
the minds of honest would-be high code men. 

Mr. Editor, when a man’s living is at stake, it is not in the 
power of human nature for him to make a martyr of himself. 
One may be persuaded at times to sacrifice one’s personal 
ambition for an ideal principle, if by so doing he does not 
cause himself or family to starve; but it is perfectly useless 
to talk to a man about declining to receive certain patients 
when he is dependent upon these patients for his daily sus- 
tenance. It is simply Utopian. Competition exists in the 
practice of medicine as in every other walk of life. Endow 
a man with a life competency and he may rise above the 
spirit of competition except as a means of personal gratifi- 
cation. He may then live up to the letter of the Code or 
any other divine rule of conduct. On the other hand, while 


it may not be a glorious act of martyrdom, neither is it a 
form of dishonesty for a man to accept all that the world 
chances to send him and all that his superior talent and edu- 
cation entitle him to enjoy. The socialistic notion is a 
dream of the imagination ; it is neither desirable nor practic- 
able in this intensely human world of ours. It is not to be 
expected or commended in human nature to hide its light 
under a bushel. It is a fact, all too apparent, that the one 
hundred and forty medical colleges of our country turn out 
doctors of widely varying abilities. The spirit of the Code, 
if not the actual words, seem to require that every doctor 
should defer and bow to every other doctor, which as a mat- 
ter of Chesterfieldian courtesy is all right, but as a matter 
of a competitive struggle for existence is simply impossi- 
ble. The medical profession consists of men having all the 
various feelings, unequal talents and differing ambitions 
of human beings. The practice of medicine being almost 
universally the means of earning a livelihood is a matter of 
pure competition, and competitors in the very nature of the 
case can not afford to be self-sacrificing for one another. 

It has been said by some of our rigid code friends that the 
preceding argument is an ancient one and in a few words 
amounts to this: because “men do not live up to an ethical, 
religious or even a legal ideal, therefore the ethical, relig- 
ious or the legal law or ideal should be abolished.” In reply, 
I must recall to our friends the fact that unanswered and un- 
answerable arguments, only, become ancient, otherwise they 
would cease to exist at all as arguments; and secondly, that 
ethical, religious and legal laws or ideals are totally free 
from the influences wrought by competition. To speak of 
ethical, religious and legal ideals in the same category as 
the medicai code is a willful misconception or lamentable 
ignorance of them all. Ethics has to do only with a man’s 
own conscience and is largely a matter of education. A disre- 
gard of ethics may injure the man himself but he has only 
himself to answer for it; when a disregard of an ethical 
question amounts to a positive ps foal to one’s neighbor, the 
law steps in and takes charge of the question which has now 
ceased to be one of pure ethics. Law, however, knows that 
its ethical enactments must be enforced with appropriate 
penalties. A man may lie, if he wishes, to his neighbor and 
he may even become an habitual liar, which is unethical and 
may prove unprofitable, but at all events the man is free to 
do as he likes and from his particular point of view may even 
reason that it is right to lie. If he commits a forgery, how- 
ever, he injures another beside himseJf and the law then 
takes charge of him and punishes him. 

Ethical questions are all controversial. They range from 
questions of mere self-preservation to questions of heroism 
and martyrdom. A Hottentot’s ethics differ from the ethics 
of the North American Indian. In all sincerity each will act 
in accordance with his own conscience. Two men and their 
families watch a burning house. A child belonging to 
neither of the men has been left in the house and it is posi- 
tive death for either one of them to attempt to rescue it. 
One man says: “My family is dependent upon me. I will 
not risk my life”—(self-preservation) ; the other says: “I will 
try and save the child if I lose my own life.” He rushes in 
and does lose his life—(heroism). The ethical question in the 
case of each man was answered by his own conscience. A 
man steals for his starving little ones at home; another lets 
them starve rather than steal. They both know it is wrong 
to steal, but their respective reasoning leads them to differ- 
ent results. 

So illustration after illustration might be given to show 
that ethical questions are, as a rule, controversial, and are 
usually answered according toa man’s individual conscience. 
Recognizing this fact, common law strives to eliminate the 
controversial element out of the ethical questions it takes in 
hand, by assigning penalties for their disregard. It says to 
both men who steal: “I care not what reasons you may have 
had for stealing, reasons perhaps conclusive to your own 
mind. Stealing is wrong and you must be punished for it.” 
That is just where the Code of Ethics of the American 
Mepica AssoctraTion is at fault. It is a mere code of ethies 
and is therefore controversial; on the other hand, it is not 
law and therefore without the force which law with its pen- 
alties usually exercises. 

Religion is so absolutely a matter of private opinion and 
so utterly free from all shadow of human competition, that 
I marvel any rational being should have compared it and its 
teachings in any way with the practice of medicine. Jew 
and Gentile live most harmoniously together so far as their 
particular religious opinions are concerned, but may fight 
like the Killkenny cats when bartering over a piece of silk. 
Iam ashamed that any one in this nineteenth century and 
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in this tolerant land should even so much as insinuate that 
religion and religious tenets enter as a part of the competi- 
tive scheme of life. Religion is a matter of the soul, and 
has to do with man’s relation to his Creator. The nature of 
that relation may and does influence in one way or another the 
man’s actions in life, but for those actions he is responsible 
only to his Creator from the religious standpoint. A Moham- 
medan with his dozen wives, a Jew denying the een apo 
of Christ, an Atheist and a Christian may buy and sell, 
practice medicine upon each other and do a thousand other 
things mutually needful in life, and yet never know one 
another’s religious opinions. 

Let us not lose sight of plain common sense in our discus- 
sions. The Code, therefore, while theoretically a most com- 
mendable set of rules, just as Plato’s “Republic” and More’s 
“Utopia” are theoretically admirable governments, is prac- 
tically valueless because it can not overcome (nor would it 
be desirable for it to overcome) the worldly spirit of compe- 
tition, and because it offers no appreciable detersive against 
its own infringements. 

Why, Mr. Editor, it seems almost absurd that it should ever 
have been thought that such rules would be effective. Every 
organization that I know anything of, such as militia com- 
panies, literary societies, clubs and beneficiary bodies, im- 
pose fines for misdemeanors or pees! yp cree against their 
rules, and yet these delinquencies and misdemeanors, while 
involving more or less disgrace, do not involve a man’s live- 
lihood., On the other hand,the AMerRIcAN MEDICAL Assocta- 
TION adopts a setof rules utterly devoid of all punitory pro- 
visions and then expects it to be effective against misde- 
meanors and delinquencies that are not only at times irre- 
sistibly tempting but, occasionally, seemingly necessary for 
a man to commit in making his living. 

I verily believe, sir, in that as a profession we injure and 
belittle ourselves in the eyes of the pepe, with all this 
shallow, ineffective nonsense of the Code, and with the 
effort to set ourselves up as A agg are beings, too good 
for this terrestrial existence with its sharp competition and 
intense rivalry. 1 wonder that lawyers, statesmen and leg- 
islators, leaders of men and all those who have to do with 
men en masse, do not laugh at us more than they are in the 
habit of doing, for our refreshing gullibility in expectin 
laws without penalties attached to have any very profoun 
or extensive influence. 

Let me say hatically right here, sir, that for one, at 
least, I disclaim all such slurs upon our great merchants, 
bankers and commercial houses as are insinuated in the cant 
frequently appearing in our journals to the effect that, as a 
profession, we are too e to stoop tocommercialism and 
commercial methods. We do stoop to commercialism and 
when honorably done we need not be ashamed of it. We 
exchange or barter, if you like, our skill, learning and particu- 
lar experience for a price. Our prices vary with our skill 
and reputation, just as the merchants’ prices vary with the 
quality of their goods. We advertise too, and it can not be 

ainsaid. Our successful cases are our advertisements. 
ollege and hospital appointments are eagerly sought after 
by most reputable men for the advertisement such positions 
give them. We join social organizations and enter clubs, 
unions and all forms of corporate life for the advertisement 
we get therefrom. We solicit patronage by seeking for ex- 
aminerships in insurance companies, railway offices, bene- 
ficiary unions and other associations. If we are specialists 
we are not averse to accepting office in special societies and 
even giving banquets and receptions to the medical profes- 
sion in our own homes. As editors of reputable journals, 
we publish our names in full at the head of the editorial 
columns. Our libraries groan with the accumulated weight 
of books in which positively the only new thing is the 
author’s name with a long string of self-laudatory honors 
attached. Perhaps 50 per cent. of our periodical literature 
is written for mere advertisement. Is it from the simple 
love of speechmaking anda self-sacrificing devotion to poor 
humanity that some of the best of us give lectures upon 
medical topics before Young Men’s Christian Associations, 
popular institutes and other public assemblies? If we are 
rich enough to drive a team and keep a luxurously ap- 
inted office with an extra maid in attendance, do we not 
oso? Show me the doctor who, in dress, manner ard mode 
of living does not endeavor to put himself in the best light 
(professional light, I mean) before the community, and I 
will show you a man who has ceased to be human. 

And what is this all done for? Legitimate advertisement, 
call it by what other name you please. Let us not ostrich- 
like hide our heads in the sand and chuckle to ourselves 
that we are unlike other men. Let us, for our own credit’s 


sake, at least, not try to parade around in the masks of 
angels, in the hope of making a shrewd world believe that 
we are something more than human. 

No, sir! I, for one, most honestly believe and aver that 
doctors as a class are no better, no worse than any other 
class of men. Pray, who does not know that the entire 
commercial world has an unwritten code of ethics? The 
great and honorable merchants deal courteously, gentle- 
manly and diplomatically with one another as all men 
should do; they compete for customers in a legitimate man- 
ner; and they strive to surpass one another by availing 
themselves of their respective superior opportunities. They 
are charitable in their way just as we are in ours. They 
give of their wealth as we give of our skill, It is high time 
that we should cease the cant phrase and vulgar insinuation 
that we as a profession are something better than the com- 
mercial world. We are what we are, solely because we are 
the men we are. I believe if we acted less superciliously, and 
met the laity on their own footing, there would be less fric- 
tion between hospital boards and medical attendants, be- 
tween courts and experts, between public functionaries and 
physicians in public places. 

et us have done, then, with all this unbecoming, childish, 
self-laudatory, namby-pamby nonsense about the angelic 
qualities of the medical calling. It is a practical, very prac- 
tical profession in a practical world among practical men. 
An unwritten code will always exist among medical gentle- 
men, just the same as an unwritten code exists among gen- 
tlemen in other walks of life. For the other fellows of the 
medical profession, as well as for the other fellows of the 
other avocations, the only code that will be of any avail at 
all will be the code that has some effective punishment pro- 
vided against its infringement. Americus VERITATIS. 
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Gunshot Injuries. A New Edition of Sir T. Longmore’s Work.— 
Gunshot Injuries; their History, Characteristic Features, 
Complications and General Treatment; with statistics 
concerning them as they have been met with in warfare. 
By Sir T. Lonamore (Retired) C.B., 
O.H.S., F.R.C.S., ete. Second edition. London and New 
York: Longmans, Green & Co. 

Surgeon-General Longmore, although on the retired list 
of the Army, has not given up his active work on behalf of 
the medico-military profession. There has just been issued 
a second edition of his volume on gunshot injuries. The 
first, published in 1877, contained 686 pages; the second is a 
solid volume of 821 pages. In the intervening years, radical 
changes have been made in the firearms of military nations 
which will alter the character of the gunshot wounds of 
future wars and modify the relations which medical officers 
will bear to the fighting line; meanwhile, also, changes have 
taken place in methods of treatment. The object of the 
present volume is to give an account of these changes and 
to bring the information contained in the former edition on 
many other topics up to date. The reader will, however, 
find it a work of much difficulty to sift out the new matter, 
as it is scattered throughout the many sections and chap- 
ters in interpolated paragraphs and sentences and even in 
modifications of the sense of sentences that are found in the 
old edition. In fact, the whole work has evidently been 
rewritten with the utmost care. 

In bringing up to date the many other topics to which he 
refers in his preface, the author has made free use of the 
third part of the “Surgical Volume of the History of the War 
of the Rebellion,” which was issued subsequent to the pub- 
lication of his first edition. 

In Chapter 2,a paragraph is given to smokeless powder ; 
a second to the special explosive, cordite, authorized in the 
British service for use with the Lee-Mitford rifle, and a third 
to the use of compressed air as an agent in the production 
of gunshot wounds. In Chapter 4, the article on red hot 
shot gives place to one on machine guns and another on 
“fougasses.” The latter are stated to have been employed 
largely, under the misapplied name of “torpedoes,” in the 
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defense of places during the War of the Rebellion in the 
United States. In Chapter 5,the leading features of the 
principal military small bore magazine rifles and their pro- 
jectiles are described, including the Lebel, Mauser, Krag- 
Jorgensen, Berthier, Mannlicher and Lee-Mitford ; and this 
chapter closes with a paragraph which constitutes the text 
of most of the new matter in the volume: “The alterations 
that have occurred during the last three or four years in 
military rifles and their projectiles, the reduction in caliber 
of the firearms, the introduction of compound projectiles 
and the use of new explosives in place of gunpowder, have 
led to extremely important changes in the general aspects 
of war, as well as in the characters of many of the wounds 
which are likely to be inflicted in the future at remote dis- 
tances. So far as Europe is concerned the effects of the new 
weapons have only been observed, with a few accidental 
exceptions, experimentally; they have not happily been 
experienced in actual war. The yeports which have been 
published regarding the results of their partial use during 
the civil war in Chili have been contradictory. But it is 
beyond question that the changes referred to have caused a 
very great increase in the velocity both of translation and 
rotation of the bullets, in their accuracy of flight over ex- 
tended ranges, and in their penetrative capacity. The 
increase in hardness of the surfaces of the projectiles, at the 
same time the fact of their weight being sufficiently main- 
tained by the core of heavy lead within, effect results which 
not only increase the power of penetration of these narrow 
missiles, but also enable them to maintain this power over 
distances at which the rifle bullets in previous use had 
parted with considerable portions of their energy. Another 
important consequence of the great reduction in the diame- 
ters of rifle projectiles, surgically regarded, is the fact that, 
with the narrowing, there has been a proportionate exclu- 
sion of air, and of all the irritant and morbific germs which 
air contains, from the openings and interior surfaces of 
wounds caused by them. When, therefore, the wounds are 
confined to some of the soft and yielding tissues of the 
human body, they become nearly analogous to subcutaneous 
wounds.” 

The various properties, as defined by experiment, of the 
small bore armored bullets are described. Their destructive 
energy up to 500 or 600 yards is in excess of that possessed 
by any rifle projectiles that have preceded them, while their 
penetrative energy up to 2,500 yards, and beyond, is such 
that no bodily structure is able to resist their passage. There 
is little difference in the amount of comminution of bone 
and general damage produced by them at short ranges and 
the .45 inch bullets in previous use, the main difference 
between them being that the destructive effects of the small 
bore bullets are met with at distances considerably beyond 
those at which they result from bullets of wider diameter. 
The damage done by the narrow bullets at medium ranges 
to the shafts of bones is always very great, but has been 
observed generally to be less than in wounds at similar 
ranges by old style bullets; while at very long ranges, at 
which a greater amount of velocity and higher penetra- 
tive power are preserved by the narrow bullets, the com- 
minution and splintering are generally greater from the 
narrow than from the broader projectiles. 

In discussing the conveyance of septic germs by bullets 
the experiments of Captain La Garde, U.S. Army, as pub 
lished in the Report of the Surgeon-General for the year end_ 
ing June 30, 1893, are cited, and a synopsis is given of the 
conclusions deduced from his experiments. 

The survivals among patients with penetrating wounds of 
the chest will probably occur in a much larger proportion 
in future wars. The slight resistance that can be offered 
against the passage of the new bullets will cause perforat- 


ing wounds of this region to be more common than hitherto ; 
while the narrowness and other physical qualities of the 
bullets will render their effects less fatal by limiting 
the areas of the lesions inflicted by them. Penetrating 
wounds of the abdomen will also be more frequent; while 
the difficulties in the way of applying the remarkable im- 
provements that have taken place in abdominal surgery in 
civil life, to military, practice after important engagements 
in the field, will probably prevent any considerable reduc- 
tion in the large ratio of mortality which has hitherto 
attended them. 

Professor Longmore refers to the rarity of erysipelas in 
gunshot wounds since the use of antiseptics has been adopted. 
He speaks of the presence of pyogenic cocci in pyemia and 
of the special microdrganisms and their septic products 
which give rise to hospital gangrene; but he doubts the 
connection of tetanus with a bacillus, considering the diffi- 
culties insuperable when endeavors are made to reconcile 
the agency of this reputed cause of tetanus with all the clin- 
ical conditions under which the disease has followed gun- 
shot injury on different occasions in naval and military 
practice. 

In the paragraph on examination by the finger, he has in- 
troduced a new sentence: “It seems hardly necessary to 
observe that when making an exploration of the kind in the 
field, where sources of impurity are so abundant, very strict 
care has to be taken to prevent the introduction of septic 
matters into the wound by the explorer’s finger or by the 
fingers of assistants.” A paragraph on antiseptic dressings, 
not found in the old edition, discusses the use of sublimate 
solutions, sublimate wool, iodoform and the double cyanid 
of mercury and zinc. 

In the old edition, the chapter on inflammation began with 
the enunciation of the principle: “Every gunshot wound, 
the most trivial as well as the most severe and complicated, 
is naturally followed by inflammatory action.” In the new 
work, inflammation is not recognized as an essential conse- 
quence of a gunshot wound. The following sentence does 
not appear in the new volume: “The amount of suppuration 
has been reduced by the greater attention which is now being 
generally given to hygienic arrangements and especially to 
cleanliness in the manipulating of wounds; but I fear the 
day is still far distant when suppuration will not be met 
with during the process of cure in a very large proportion of 
severe gunshot wounds.” 

In referring to the prevention of muscular contractions 
and stiffness of joints during the healing of wounds, the 
Continental practice of sending the patient to some of the. 
thermal springs is favorably mentioned. 

Lastly, in speaking of the 1:4 ratio of killed to wounded 
in battle, the following is inserted: “If we may judge from 
the experience gained down to the present time, such may be 
regarded as an approximate average of the proportion of 
killed to wounded likely to be met with in battles. It is 
generally surmised that the employment of small bore bul- 


lets will lead to the proportionate number of men killed in 
battle being lessened and that of the men wounded being 
increased, so far as regards rifle fire; but even if this sur- 
mise should prove to be correct, when the uncertainty which 

revails regarding the probable effects of the new artillery 
fire is considered, it seems evident that the general ratio of 
killed to wounded among troops in wars of the future can 
not now be forecast with any approach to accuracy.” 


A German English Medical Thesaurus, or Treasure or SINGLE 
aAnp Compounp MepicaL Worps anp Terms; with Dia- 
logues, Idiomatic Phrases and Proverbs, etc., and German 
and English Indexes for Physicians and Students. By Rev. 
Henry Loscu, M.D. Pp. 323,cl. Philadelphia, 1895. Pub- 
lished by the Author. Price $2.50. 

This manual contains over twenty thousand words relat- 


ing to medicine, and is distinguished by its conciseness in 
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definition and its simplicity in the arrangement of the 
vocabulary for rapid reference. The book is divided into 
three parts, of which the first is devoted to the systematiza- 
tion of simple and compound medical terms; the second, to 
hygienic, medical, surgical and domestic affairs; Part 3, 
consists of dialogues, idiomatic phrases and proverbs, a 
schedule of the termination of each declension, and a list 
of irregular verbs. Medical students will find much of 
value in this volume, and it should find a place upon the 
shelves of every reference library. 


SOCIETY NEWS. 


Southwestern Iowa Medical Association.—The semi-annual 
meeting of the Southwestern Iowa Medical Association was 
held in Red Oak, Iowa, August 15. Attendance sixty —— 
The physicians of Douglas County, Kansas, met at Law- 
rence, Kan., August 10, and formed asociety. The following 
officers were elected: President, W. 8. Bunn; Vice Presi- 
dent, J. I. Douthart; Secretary, H. Ernest. 


Mississippi Valley Medical Association.—The secretary of 
this Association desires to announce that the railroad rates 
for the Detroit meeting September 3, 4, 5 and 6 will be one 
and one-third regular fare; on the certificate plan. In pur- 
chasing ticket to Detroit full fare will be paid. On request, 
the local ticket agent will furnish purchaser with certificate 
which will be handed to the secretary at Detroit. This cer- 
tificate when signed and vised by the agent of the Central 
Traffic Association will entitle holder to a return ticket at 
one-third regular fare. Freperick C, Woopsurn, 

Secretary. 

American Academy of Railway Surgeons.—The second annual 
meeting will be held in the parlors of the Auditorium Hotel, 
Chicago, Ill., on Wednesday, Thursday and Friday, Sept. 25, 
26 and 27, 1895. Motto: “The higher the order of Railway 
Surgery, the greater the protection to the Employe, the Pas- 
senger and the Company.” Officers: President, C. K. Cole, 
Chief Surgeon, Mont. Cent. R’y, Helena, Mont.; First Vice- 
President, C. M. Daniels, Chief Surgeon, W. N. Y. & P. R’y, 
Buffalo, N. Y.; Second Vice-President, W. H. Elliott, Chief 
Surgeon, Cent. R’y of Georgia, Savannah, Ga.; Secretary, 
Webb J. Kelly, Surgeon, Erie & Big Four R’ys, Galion, Ohio; 
Treasurer, C. B. Kibler, Surgeon, Erie R’y, Corry, Pa. ; Editor, 
R. Harvey Reed, Consulting Surgeon, B. & O. R’y, and Sur- 
geon, C.S. & H. R. R., Columbus, Ohio; Chairman of Execu- 
tive Board, John E. Owens, Chief Surgeon. C. & N. W. R’y 
Chicago, Ill.; Chairman of Committee on Transportation, 
W. J. Galbraith, Chief Surgeon, U. P. R’y, Omaha, Neb.; 
Chairman of Committee on Arrangements, A. D. Bevan, Chief 
Surgeon, lowa Central R’y, Chicago, II. 

First Srsston—WEDNESDAY. 


Subject unannounced, R. D. Mussey, Chief Surgeon, C. H. 
& D. R’y, Cincinnati, Ohio. 

Some of the Benefits to be derived from the Higher Order 
of Railway Surgery,W.J. Galbraith, Chief Surgeon, U. P. R’y, 
Omaha, Neb. 

Subject unannounced, A. D. Bevan, Chief Surgeon, Iowa 
Cent. R’y, Chicago, Ill. 

Subject unannounced, M.Cavana, Surgeon, N. Y. P. & O. 
R’y, Oneida, N. Y. 

ubject unannounced, W. H. Buechner, Surgeon, Erie R’y, 
Cleveland, Ohio. 
Second Session—WEDNESDAY. 

President’s Address, C. K.Cole, Chief Surgeon, Mont. Cent. 
R’y, Helena, Mont. 

Report of Secretary, Treasurer and Standing Committees. 
Registration of Fellows and payment of dues. Consideration 
of applications for fellowship, Miscellaneous 

usiness. 


Tuirp 


Subject unannounced, J. W. Perkins, Surgeon, U. P. R’y, 
Kansas City, Mo. 


Fractures of the Forearm Complicated with Dislocation, 
E. Griswold, Surgeon, Erie R’y, Sharon, Pa. 

Subject unannounced, Wm. T. Dalby, Ass’t Surgeon, U. P. 
R’y, Salt Lake City, Utah. 

ubject unannounced, F. H. Peck, Surgeon, N. Y. P. & O. 
R’y, Utiea, N.Y. 
Fourtn 

Address on Medico-Legal Surgery, Hon. Tracy C. Becker, 
Buffalo, N. Y. 

A Practical Way of Testing Railway age for Color 
Blindness, D. C. Bryant, Oculist, U. P. R’y, Omaha, Neb. 

Traumatic Neurosis, Henry W. Coe, Surgeon, East Side 
R’y, Portland, Ore. 

Verdicts Obtained Through Perjury,C. B. Kibler, Surgeon, 
N. Y. P. & O. R’y, Corry, Pa. 

What Should Disqualify Applicants for Railway Service, 
John E. Owens, Chief Surgeon, C. & N.W. R’y, Chicago, Ill. 

Personal Experience in Spinal Injuries, J. M. Pritchard, 
District Surgeon, C. & N. W. R’y, Manitowoc, Wis. 

Intra-Venous Injection of Neutral Salt Solution in the 
Treatment of Desperate Injuries. Exhibition of Apparatus, 
C. B. Parker, Surgeon, L. 8S. & M. 8. R’y, Cleveland, Ohio. 

A Word on the Modern Use of the Terms Infection and 
Contagion, R. Harvey Reed, Consulting Surgeon, B, &.O. R’y, 
Columbus, Ohio. 

Firra Session—Fripay. 

Railway Sanitation, W. M. Bullard, Ass’t Surgeon, Mont. 
Cent. R’y, Wickes, Mont. 

Sanitary Regulations Governing Railways, L. E. Lemen, 
Division Surgeon, U. P. R’y, Denver, Colo. 

The Use of Gold Foil in Fractures of the Cranium and 
Resulting Hernia Cerebri, W. L. Estes, Chief Surgeon, L. V. 
R’y, 8. Bethlehem, Pa. 

Sesston—Fripay. 


Transportation of lajuse Employes, F. H. Caldwell, 
Chief Surgeon, 8. F. & W. R’y, Sanford, Fla. 

The Use of Cocain in Minor Amputations, C. M. Daniels, 
Chief Surgeon. W. N. Y. & P. R’y, Buffalo, N. Y. 

Concussion of the Brain, W. H. Elliott, Chief Surgeon, 
Ga. Cent. R’y, Savannah, Ga. 

Wounds that Open the Knee-Joint—Treatment, C. D. 
Evans, Surgeon, U. P. and B. & M. R’y, Columbus, Neb. 

Treatment of Wounds of Face and Scalp, Charles B. Fry, 
Surgeon, Big Four R’y, Mattoon, III. 

Injuries of the Hands and Fingers, John McLean, Chief 
Surgeon, P. P. C. Co., Pullman, Il. 

How to Differentiate Between the Use of Heat and Cold 
in Railway Injuries, Wm. Mackie, Surgeon, C. M. & St. Paul 
R’y, Milwaukee, Wis. 

Best Method of Obtaining the best possible Aseptic Con- 
dition during Operation done at places other than Hospitals, 
J. F. Reger, Surgeon, B. & O. R’y, Littleton, West Va. 

SevENTH SESsION—FRiDay. 


Selection of next place of meeting. Miscellaneous busi- 
ness. Introduction of officers elect. Adjournment. 

The managers of the various railroads that have already 
reported, have very cordially agreed to furnish the necessary 
transportation to enable the Fellows of the Academy to at- 
tend the coming meeting. Those who need transportation 
will apply for same at once through their ig officers. 

Very respectfully submitted, 

W. J. Gaterarru, Chief Surgeon, U. P. R’y, Omaha, Neb. 

Medical Society of Virginia.—The twenty-sixth annual ses- 
sion of the Medical Society of Virginia will be held in 
Wytheville, Va., beginning Sept. 3, 1895. After prayer, Ad- 
dress of Welcome by Cou. R. E. Wirners, M.D., Report of 
Committee on Applications for Fellowship, ete., the Address 
to the Public and Profession will be delivered by Dr. Lewis 
G. PepiGo, Shawsville, Va. 

Report of Committee on Prize Essays: Dr. Hunter Me- 
Guire’s prize of $100 for essay on “The Present Status of 
Serum-Therapy ;’ conjoint prize of Drs. Joseph Price and 
Herbert M. Nash of $200, for “The History of Surgery and of 
Surgeons in Virginia.” 

Wednesday, September 4, Dr. Ro. J. Preston, of Marion, 
Va., will deliver the Annual Address of the President. 

After the elections, ete., the call for papers and discussions 
will be continued as the order of business. The following 
Fellows have complied with the terms of their appointment 
by the President last fall: ‘ 

Z. V. Sherrill, Bland Court House, Vesical Caleulus in 
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Females; James N. Greer, St. Paul, Laparotomy, with Re- 

rt of Cases; C. K. Kernan, Lebanon, Strychnia as a Heart 

onic; W.S8. Sayers, Wytheville, Convulsions ; George Ben. 
Johnston, Richmond, Treatment of Cholelithiasis; J. W. 
Long, Richmond, Pelvic Inflammations; T. W. Simmons, 
Martinsville, Uric Acid as a Gynecologic Factor; Wm. F. 
Drewry, Petersburg, State Provision for Epileptics; Hugh 
M. Taylor, Richmond, Obstruction of Bowels; Paulus A. 
Irving, Richmond, Puerperal! Sepsis. 

The following have promised papers: Honorary Fellow 
Dr. Hunter McGuire, Richmond, Seventeen Operative Cases 
of Chronic or Relapsing Appendicitis, with One Death—Re- 
marks; B.C. Keister. South Boston, Varicocele; J. Allison 
Hodges, Richmond, The Galvanic Current in Treatment of 
Pelvic Pain; Honorary Fellow Dr. Joseph Price, Philadel- 
phia, Pa.; R. M. Slaughter, Theological Abscess 
of the Liver in Children; James L. Kent, Bertha, Long Sur- 
vival of Injury of the Spinal Cord in the Cervical] Region ; 
Charles M. Blackford, Lynchburg, Pathology and Treatment 
of Gonorrhea; Honorable Fellow George Tucker Harri- 
son, New York, The Symptomatology, Etiology and Treat- 
ment of Endometritis; M. J. Payne, ust Grove, A Case of 
Cerebral Trauma, Indistinct and False History— Remarks on 
Diagnosis and Treatment; Jos. A. White, Richmond, Eye 
Troubles in their relation to Diseases of Other Organs. 

The following have responded favorably: J. McFadden 
Gaston, Atlanta, Ga., Pyemia and “KO in their Surgi- 
cal Aspects; D. Mayer, Charleston, W. Va., Rigid Os; Edwin 
Ricketts, Cincinnati, Ohio, Some Recent ork in Gall- 
Bladder Surgery. 

Lanpon B. Epwarps, M.D. 

Recording Secretary, etc. (for the Executive Committee). 

Richmond, Va., Aug. 3, 1895. 


PUBLIC HEALTH. 


To Prevent Blindness.— Two laws precisely alike were passed 
by the last General Assembly at its regular session and 
signed by the Governor of Illinois, namely, House Bill No. 
51 and Senate Bill No.57. They provide that should any 
midwife or nurse having charge of an infant in this State 
notice that one or both eyes of such infant are inflamed or 
reddened at any time within two weeks after its birth, it 
shall be the duty of such midwife or nurse having charge of 
such infant to report such fact in writing, within six hours, 
to the health officer, or some legally qualified practitioner 
of medicine in the city, town or district in which the parents 
of the infant reside. Any failure to comply with the pro- 
visions of this act shall be punishable by a fine not to exceed 
$100 or imprisonment not to exceed six months, or both. 


Right Denied to Boards of Health—A health ordinance pro- 
viding that no cows shall be kept within two hundred feet 
of any dwelling without a special permit obtained from the 
board of health, the general term of the Supreme Court of 
New York holds, in the case of Village of Flushing v. Carra- 
her, decided May 13, 1895, is not authorized by a statute 
which gives local boards of health power to make and pub- 
lish all such orders and regulations as they may deem neces- 
sary and proper for the preservation of life and health and 
the execution and enforcement of the public health in the 
municipality, and: to make, without publication thereof, 
orders and regulations for the suppression of nuisances and 
concerning all other matters in their judgment detrimental 
to the public health in special or individual cases. Under 
the statute, if the matter is such that a general ordinance 
can be passed upon the subject, the court says that then 
such ordinance should be enacted. If not susceptible of gen- 
eral regulation, then the board should proceed by special 
order in the particular case, when the person attacked may 
defend himself in the courts. The board of health, by the 
ordinance under review, did not forbid the keeping of cows 
within two hundred feet of a dwelling house, but so keeping 
’ cows without a special permit. In other words, the board 
took to itself the power of licensing cow stables. No such 
power was granted by the Legislature. 


Prench Degeneracy from Alcoholism—Absinthe Condemned.— 
The Paris correspondent of the Press and Circular, for the 
issue of June 26, writes that Dr. Lannelongue, who is a mem- 
ber of the House of Deputies as well as professor at the 
Academy, has made a vigorous appeal against the lax laws 
of France concerning the manufacture and sale of alcohol. 
“Among other statements made by Dr. Lannelongue, he 
said that ‘alcoholism, at the present day, was not only en- 
dangering the public health, but also threatening the very 
existence of the species; it filled the hospitals, the asylums, 
the prisons, and populated the penal settlements. Previous 
to 1850, alcoholism was almost unknown, or rather it had not 
the same character; the effects were temporary because 
the drink taken was pure and natural. But four years after- 
ward, alcohol of vinous origin failed,and immediately it was 
replaced by that derived from molasses, beet-root, and po- 
tatoes, which poisoned the race. In 1880 the number of 
suicides from alcoholism were 5 per 100,000 persons; they 
were 21 in 1881, while 46 per cent. of homicides, 74 per cent. 
of grievous wounding, 54 per cent. of domestic quarrels, 77 
per cent. of outrages against public decency were due to 
drink. Against the many aflilictions which attack man, 
against the large number of contagious maladies, epidemic 
or other, the characteristic of the healthy individual is his 
organic resistance, which enables him to triumph over all 
the assaults from his most terrible enemies—microbes. The 
drunkard, on the other hand, has lost all resistance, and 
falls an easy prey to disease. At 40 he is already an old 
man; his tissues are degenerated, so that he makes the 
worst of patients. It is not the richer classes in France who 
saturate their bodies with alcohol, because they know bet- 
ter, but the lower classes, and especially the workmen, who 
are ill-fed, clothed, and lodged. In Brittany, however, 
women of good position give themselves up toalcohol. Out 
of 107 young married women who died from drink 8 were 
sterile,and of the 99 others there only remained as posterity 
6 sickly children. On the other hand, these same women 
had 28 children before having taken to alcohol who are very 
healthy, showing what the others might have been if the 
mothers had led a sober life. What is still worse,’ continued 
Dr. Lannelongue, ‘is the fact that the passion of the parents 
is transmitted to the children. The drunkard engenders an 
offspring with the same tendency, be they girls or boys, and 
curious to say, they begin to drink at the same age that the 
father began to drink.’” Dr, Lannelongue, who spoke for 
nearly two hours, interrupted by frequent applause, con- 
cluded by appealing to the government to take under its 
own control the manufacture of alcohol, and to forbid entirely 
all those liquors made from essences, and more especially 
from absinthe. 


Health Reports.—The following health reports of infectious 
diseases have been received by the Supervising Surgeon- 
General of the Marine- Hospital Service: 

SMALLPOX—UNITED STATES, 


New York: Brooklyn, August 10 to 17, 1 case. 
Texas: Eagle Pass (smallpox camp), to August 18, 143 
cases, 35 deaths. ; 
Tennessee: Memphis, July 1 to August 7, 10 cases; Shel- 
by County, July 1 to 31, 17 cases. 
Philadelphia: July 17 to August 16, 18 cases, 1 death, 
SMALLPOX—FOREIGN, 


Antwerp: July 20 to 27, 2 cases. 

Buda-Pesth: July 22 to 29, 2 cases. 

Caleutta: June 30 to July 6, 6 deaths. 

Guayaquil: July 19 to 26, 3 deaths. 

Madrid: July 22 to 29,1 death. 

Nogales: August 3 to 10, 5 cases, 1 death. 

Odessa: July 20 to 27,7 cases. 

Rio de Janeiro: July 13 to 20, 40 deaths. 

St. Petersburg: July 20 to 27, 1 case. 
CHOLERA. 


India: Bombay, July 2 to 9, 1 death; Caleutta, June 30 
to July 6, 22 deaths. 

Japan: Hiogo, July 13 to 20, 85 cases, 74 deaths; Naga- 
saki, July 5 to 12, 29 cases, 20 deaths. 

Russia: Volhynia, June 9 to 22, 57 cases, 20 deaths. 

Turkey: Mersine,June 18 to July 16,410 cases, 235 deaths ; 
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Tarsus, June 18 to July 16, 293 cases, 143 deaths; Adana, 
June 18 to July 16, 660 cases, 305 deaths; Sis, July 1 to 10, 4 
cases, 2 deaths; Karszulcadric, July 9, 10 cases, 2 deaths; 
Hatchin, July 1 to 8, 14 cases, 7 deaths; Karatasch, June 30, 
23 cases, 27 deaths; Messis, June 29 to July 11,17 cases, 8 
deaths; Alan Sinar, June 30, 12 cases; Pajas, July 1 to 9, 26 
cases, 24 deaths; Bulanik, July | to 13, 35 cases, 22 deaths; 
Jumurtalik, July 10 to 13,7 cases, 5 deaths; Marasch, June 
30 to July 14, 25 cases, 15 deaths; Padzardjik, July 8, 7 cases, 
7 deaths: Hadji-Bil (Lazaretto) July 7,3 cases, 3 deaths; 
Gok-Sun, July 8,8 deaths; Karahissen, July 7 to 11, 11 cases, 
7 deaths; Husu Mansur, July 8 to 10, 10 cases, 4 deaths. 
YELLOW FEVER, 

Cuba: Cienfuegos, August 4 to 11, 1 ease; Sagua-la- 
Grande, August 3 to 10,4 cases; Havana, August 1 to 8, 70 
cases, 25 deaths. 

Brazil: Rio de Janeiro, July 13 to 20, 14 deaths. 

Mexico: Vera Cruz, August 1 to 8,7 deaths. 


NECROLOGY. 


J. R. Branpt, M.D., of Chicago, August 18, aged 57. He 
was born in New York and after graduation at Oberlin Col- 
lege taught school in Kentucky, becoming State Superin- 
tendent of Public Instruction in that State. In 1886 hecame to 
Chicago and began the practice of medicine, and in 1890 was 
appointed a member of the county hospital staff. He was 
elected county commissioner in 1890. Only three weeks since, 
Dr. Brandt, in company with Dr. E. F. Wells and the editor 
of this Journat, called on President Healy and urged the 
appointment of specialists to the control of the Cook County 
Hospital for the Insane at Dunning. That President Healy 
did not see fit to adopt the suggestion, was no fault of Dr. 
Brandt’s. He then seemed in his usual health and spirits, 
and no one would have supposed him to be so near his end. 
His last public work was directly in the line of his profession 
and in the service of humanity. 

James Gorpon, M.D., of Carlyle, [ll., August 11, aged 77 
years. He was born in Huntsville, Ala., and began the 
practice of medicine in 1838. Thomas McKennan, M.D., of 
Washington, Pa., August 8, aged 70.—Rees Davies, M.D., 
of Wilkes Barre, Pa., August 10, aged 58-——D. L. Man- 
chester, M.D., of Waupaca, Wis., August 11, aged 62—— Will- 
iam S. Battles, M.D., of Wooster, Ohio, August 9, aged 69.—— 
Samuel ©. Metcalf, M.D., of Fort Wayne, Ind., August 10, 
aged 51. 


MISCELLANY. 


Aid for Industrial Home for the Blind of Chicago.—The Illinois 
Legislature has appropriated for this institution for working 
capital to be permanently employed, $10,000; for completion 
of third and fourth stories of dormitory, $7,000; and for ex- 


* penses, per annum, $10,000. 


Surgeon-General James B. Tryon, of the Navy, has been 
elected'a member of the Red Cross Society of Venezuela. 
He has also been awarded the bronze medal of that Society 
in recognition of the services he rendered the wounded at 
La Guayra during the revolution of 1892,when Dr. Tryon 
was attached to the flagship Chicago. 

Liability in Michigan of Married Woman to Pay Physician.— 
In Michigan a married woman who lives with her husband 
is liable for medical services and medicines furnished to her 
and to her daughter by a former marriage, the Supreme 
Court of that State holds,in the case of Goodman v. Shipley, 
decided May 21, 1895, when it was done at her request, the 
charge made against her, and she promised to pay therefor. 

In the Interests of Science.—Among the appropriations made 
by the State for the University of Illinois in whieh the med- 
ical profession is more or less interested, are the following: 
for the increase of scientific cabinets and collections, $1,000, 


per annum; for improvement in the chemic laboratory, 
$5,000; fora laboratory for vegetable physiology, $2,000; for 
asmall temporary building and equipment for work of the 
biologic experiment station on the Illinois River, $2,500, 
and for half of the operating expenses of said station, $1,500 
per annum. 

Illinois State Laboratory of Natural History.— Among its other 
appropriations, the Illinois Legislature has set apart $1,000 
for the improvement of the library of the State Laboratory 
of Natural History; $1,500 per annum for the experimental 
investigation of the contagious diseases of insects, and $1,500 
per annum for one-half of the expense of the Illinois Bio- 
logic Station. 


Provision for Insane of Illinois Soldiers’ and Sailors’ Home.— 
Members of the Illinois Soldiers’ and Sailors’ Home who are 
now insane, or who hereafter become insane, the Illinois Leg- 
islature has enacted, may be committed to any of the State 
hospitals for insane persons, except the hospital for the crim- 
inal insane, and, being wards of the State, they shall not be 
credited to any county, but to the State at large. 


Provision for Rebuilding the Southern Hospital for the Insane at 
Anna.—For rebuilding in a thoroughly fireproof manner the 
south dormitories and wings, and the administration build- 
ing of the Southern Hospital for the Insane at Anna, IIl., 
recently destroyed by fire, including the costs of the improve- 
ments, removing débris and repairing the damage done by fire 
and cost of repairing the same, the Illinois Legislature appro- 
priated the sum of $171,970, or so much thereof as may be 
necessary, payable to the trustees on their order, or their 
order approved by the Governor, in sums not exceeding 
$35,000, as the work progresses. 

A Physician Entrapped and Robbed.—Dr. George Drury, a 
Brooklyn physician, was the victim of the most audacious as 
well as well-planned robbery that has been experienced by 
any practitioner in many a day. He was decoyed to a 
vacant house, gagged and securely bound, and then stripped 
of his valuables and money while a knife was held at his 
throat. The robbers carried out their plot without a hitch, ~ 
and had taken flight more than half an hour before Dr. 
Drury recovered consciousness and released himself from 
his bonds. The telephone was the instrumentality of the 
summons in this case. Dr. Drury remembered that he re- 
cently had a patient whose name resembled that which was 
used over the telephone, and made reply that he would give 
the case his immediate attention. Whether the robbers 
knew of Dr. Drury’s attendance upon a patient bearing the 
same name as that which they employed, or whether they 


chanced upon the resemblance, it shows a possible danger 
that lurks in telephone calls. Look out for the unknown 


telephone caller, whether the name used has a genuine ring 


or not! Itis very easy for a designing rogue to work in wit 
acoachman or other physician’s employe and worm out the 
name of some patient that will fit in with a scheme of rob- 
bery. It may safely be predicted that we have not heard 
tbe last of this branch of thievish enterprise. Other cities 
beside Brooklyn will be its field of experiment. The tele- 

hone isa great labor saver, but it may be the means of 
oss of life to some medical practitioner as well as being the 
tool of assault and robbery. 

Illinois Vaccine Laboratory.—The sum of $3,000 was appro- 
priated by the Illinois Legislature at its last general session 
for the purpose of establishing, equipping and maintaining 
a laboratory in conneetion with the State University at 
Champaign, for the propagation of pure vaccine virus. The 
trustees of the University, it is provided, shall have the 
management of said institution, though the State Board of 
Health is to exercise supervision of the methods of propaga- 
tion and shall certify to the purity of all products. All 
physicians and health officers within the State are to be 
furnished with the product of the laboratory at the cost of 
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propagation. A report of the management, together with a 
statement of the receipts and disbursements is to be made 
and ineluded in the annual report. 


Typography a Roman Art.—It is stated on the authority of 
the Foia Diecessana, the official paper of the Greek-Roman 
bishopric of Carausebes, in South Hungary, that unmistaka- 
ble evidence of the art of typography has been discovered 
among the ruins of Bersovia, in Dacia, an old province estab- 
lished as a colony by the victorious Romans on territory 
then acquired by them. The discovery is attributed to the 
architect and archeologist, Adrian Diaconu, who, it is said, 
found evidence of the use even of movable type by the Ro- 
mans at this colony, and particularly by those of the fourth 
legion, Flavia Felix. Two members of the Bucharest Scien- 
tific Academy confirm Diaconu’s opinion, having examined 
the evidence and declared the discovery to be of the utmost 
importance. If these facts be really true, the honor of in- 
venting typography will no longer reside with the Germans 
nor with the Italians, who attributed the discovery to Pan- 
filio Castaldi.—Scientific American. 


The Upas Tree.— During his recent stay in Java, Professor 
Wiesner ascertained some interesting particulars with ref- 
erence to the celebrated Upas tree, Antiaris tovicaria. Con- 
trary to the general impression that this tree is not uncom- 
mon in Javaand the Sunda Islands, an impression manifested 
by the statements in the leading text-books, Professor Wies- 
ner learned that the original specimen described by Lesch- 
enhault has been felled,and in the whole of Java there were 
but three individual trees belonging to the genusand closely 
allied to A. toxicaria. Of these three one was found by Dr. 
Greshoff to be innocuous, and was therefore A. innoxia Blume, 
a species supposed by many botanists to be only a variety 
of A. toxicaria. The second tree proved tc be poisonous, one 
drop of the latex being sufficient to kill a dog; the third has 
not been examined. The tree has, however, been cultivated 
in the botanical garden, and there are in the plantation at 
Tjikomoh about seventy specimens. Neither in the botan- 
ical garden nor in the plantation could any ill effects be 
observed, even after a person having been for some time in 
the neighborhood of the trees ; so the accounts of the poison- 
ous nature of the exhalations from it are much exaggerated. 
Dr. Burck has shown that the plant gives off no injurious 
vapors, and that the latex is poisonoys only when it passes 
through a wound into the blood.—Scientific American. 


Cost of Caring for Some of the Illinois Unfortunates.—There 
was appropriated by the Illinois Legislature for the purpose of 
defraying the ordinary expenses of the following institutions, 
for the year beginning July 1, 1895, as follows: the Northern 
Hospital for the Insane, $150,000; the Eastern Hospital for 
the Insane, $308,000; the Central Hospital for the Insane, 
$165,000; the Southern Hospital for the Insane, $125,000; the 
Asylum for Insane Criminals, $26,000 ; the Institution for the 
Deaf and Dumb, $100,000; the Institution for the Blind, $52,- 
000; the Asylum for Feeble Minded Children, $80,000; the 
Charitable Eye and Ear Infirmary, $26,000; or a total of 
$1,032,000. Beside this amount, there was appropriated, for 
these nine institutions, some $241,300, to be expended in cer- 
tain specified directions, but principally for repairs and 
improvements. 

College of Physicians of Philadelphia—The William F. Jenks 
memorial prize of $500, under the deed of trust of Mrs 
William F. Jenks, has been awarded to A. Brothers, M.D. 
of 162 Madison Street, New York, for the best essay on “ In- 


fant Mortality During Labor, and Its Prevention.” The 
Prize Committee also reports as highly meritorious the essay | 


on the same subject bearing the motto “ Vade Mecum.” The 


writers of the unsuccessful essays can have them returned | 


to any address they may name, by sending it, and the 
motto which distinguished the essay, to the Chairman of 
the Prize Committee, Horace Y. Evans, M.D., College of 
Physicians, Philadelphia. James V. INGHAM, 
Cuar.es 8. Wurts, 
I. Minis Hays, 
Trustees of the Wm. F. Jenks Memorial Fund. 


British Medical Association.—Our contemporary, the British 
Medical Journal, grows enthusiastic in speaking of the recent 
meeting of the Association of which it is the organ. It says 
that Sir Russell Reynolds has presided at the greatest assem- 
bly that our profession has ever known, and in saying this it 
does “ not forget the great International Congresses either 
in our own country or abroad; in mere numbers, for aught 
we know, some of these meetings may have surpassed the 
Association meeting of this week. English medicine, has, 
however, this week shown itself in numbers vast enough to 
fire the most sluggish imagination ; while on the other hand, 
the age, standing, and prosperity of our Association give a 
unity, a dignity, and an impressiveness to its chief assem- 
blies which are wanting to the more or less motley and for- 
tuitous gatherings which have not a national character.” 
The parallelism between the 1895 meetings of the two great 
national Associations is matter for congratulation. 


Women Doctors in Russia—Women desirous of studying 
medicine in Russia were formerly obliged to gain their 
special knowledge in foundling homes, lying-in hospitals 
and convents, Later on, they were granted access to the 
university courses and the schools for assistant surgeons. 
It was not until 1872 that more complete courses of four 
years were instituted in connection with the Academy of 
Medicine for the instruction of midwives. In 1876 a fifth 
year was added and the studies somewhat assimilated to 
those for men. In this field the women soon acquired a 
brilliant and well merited reputation. During the time of 
the war of 1877-78 the services they rendered were generally 
recognized and the Emperor decreed them the title of 
“women doctors.” In 1877 the first class of women doctors 
was turned out ; after this, the medical courses having passed 
from the control of the Academy of Medicine to that of the 
Saint Nicholas Hospital, many hundreds of women were en- 
abled to pursue their studies and are now successfully prac- 
ticing in country communities and in the urban hospitals. 
Notwithstanding their incontestable utility, these courses 
were suppressed by the military administration in 1886, and 
then the women begged support from the municipal province 
of St. Petersburg. The municipality answered that it saw 
no hindrance to assuming charge of these courses for women 
on condition that they relinquished the urban hospitals, that 
the outlay for the courses did not exceed 15,000 roubles an- 
nually, and that the Minister of War would grant a certain 
sum for their maintenance. These conditions were all com- 
plied with and a sum estimated at 700,000 roubles has accu- 
mulated, yet the courses for women are not yet re-opened. 
However, it is expected this will be done shortly.’ 

Hospital Notes. 


Tue German Society in charge of the Protestant Deacon- 
ess Hospital, at Indianapolis, Ind., announces that the new 
hospital will soon be ready for occupancy.——Plans have 
been prepared for the construction of a new contagious hos- 
pital at Paterson, N. J.——An effort is being made in Buf- 
falo, N. Y., to establish a German hospital in that city. 

Philadelphia Notes. 


SmaLLpox.—There are about twenty cases of smallpox in 
this city, all in the Municipal Hospital. The locak Board of 
Health has directed that hereafter all patients suffering 
with variola in this city shall be removed to the hospital, 
where a special isolating pavilion has just been erected for 
the exclusive treatment of such cases. 

A Hosprrau.—Fire occurred August 14 in the out- 
buildings used as a storage house and laundry at the Phila- 

1 Jour. de Med. de Paris, 1895, No. 27. 
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delphia Hospital (Blockley) in the Female Department. By 
the prompt action of the attendants, the patients were re- 
moved from the adjacent wards to a remote wing of the 
building. Good service was rendered by the well-trained 
fire crew composed of resident physicians and attendants 
and owing to the care of the nurses no panic occurred and 
no patient was injured. The damage to the buildings and 
storehouse was about $30,000; the hospital proper was not 
injured. 

Tue Strate Hospirat ror THE INSANE for the Southeastern 
District at Norristown has purchased adjoining property of 
about eighty-five acres for a sewage farm, to protect the 
Schuylkill River from pollution by that source. 

Washington Notes, 


Hears or tHe Disrrict.—The report of the Health Offi- 
cer for the week ended August 10,is as follows: number of 
deaths (still-births not included): white, 66; colored, 74; 
total 140. The effects of the extremely warm weather are 
manifest in the increased death rate during last week. From 
103 as reported by the Health Department week before last, 
the number of deaths increased to 140. This gives a death 
rate of 26.9 as against the annual normal of 23.05. Diseases 
of the brain (11), heart (10), and diarrheal complaints (32), 
compose mainly the increase. Nearly one-half of all the mor- 
tality was of children under 10 years of age, 58 of whom were 
1 year old. From the dangerous contagious maladies there 
were two fatal cases of diphtheria, one of scarlet fever and 
one from whooping cough. Four deaths from typhoid fever 
occurred and two from heat stroke. In other respects the 
health of the city is favorable for this season of the year. 

FiInep FOR VIOLATING GARBAGE number of per- 
sons have been fined in the police courts for failing to pro- 


vide the regulation “ slop tub.” The penalty is a fine of not | © 


less than $5 nor more than $50 or imprisonment in the work 
house for from five to thirty days. 

FELL FROM THE WINDOW OF THE CHILDREN’s HospitaL.— 
The coroner was called upon to investigate the circum- 
stances attending the death of the child who fell from the 
second story window of the Children’s Hospital on the 12th 
instant. 

A New Way or Breatina THE Doctors anp DruGGists.—An 


enterprising gentleman has invented a new trick for securing . 


money without working for it, and has victimized a number 
of physicians and druggists here. He calls on the doctor, has 
him prescribe, and in payment presents a check, the amount 
of which is larger than the fee. The doctor, anxious for the 
fee, accepts the check and pays the patient the balance. The 
gentlemen takes the prescription to the druggist, who fills it, 
and accepts a large check in payment, advancing the bal- 
ance. The banks on presentation declare the checks 
worthless. 

Wasnineton Negps A MorGur.—Possibly no city in the 
United States is less provided with a morgue than Wash- 
ington. Particular attention was called to the fact last week, 
when the decomposing body of a young man, in a rude ice 
box, permeated the neighborhood with foul odors. The pres- 
ent morgue is a small room about 10 x 15 feet, poorly lighted 
and ventilated, adjoining the stables of the sixth precinct 
police station. It contains but one table and the above men- 
tioned old-fashioned ice box. One spigot furnishes cold water. 
The room next, is far superior, but is used for the storage of 
the patrol wagon. It is well remembered that at the time of 
the Ford’s Theater disaster, the dead were placed on the con- 
crete floor, presenting a most disgraceful and shocking 
scene to those who called to identify the bodies of their 
friends or relatives. 

Enrorc®mMent or GARBAGE time al- 
lowed by the Commissioners to the housekeepers to comply 
with the garbage regulations has elapsed, and within a few 
days proceedings will be instigated in the police court 
against those who have failed to comply with them. These 
regulations have been neatly printed on a card and 
distributed throughout the city. A perusal of them at this 
time will be of benefit. Among other things, the house- 
holder must provide a suitable receptacle for garbage, pro- 


vided with a tight cover, and keep the same in repair. It 
must be placed between 7 o’clock in the morning until 6 
o’clock in the evening in a place convenient and easily ac- 
cessible to the collector. Another important provision is 
that each householder having a street and alley entrance 
shall place at the alley entrance the street and number of 
the house. Failure to comply with these regulations makes 
the offender liable to a fine of not more than $50, nor less 
than $5, and in default of payment, imprisonment in the 
work house for not more than thirty days. 

CLosinc tne the public wells of the 
city are being abandoned and filled. There has been no 
sweeping order, but each day or so, an order goes forth clos- 
ing a well. There are comparatively few left, and it is be- 
lieved before another summer comes, not one of the old 


origina] wells will be open. The Commissioners, however, 
believe in pure water, and a determined effort will be made 
at the next session of Congress to get an appropriation suf- 
ficient to sink a number of deep walle all over the city. The 
experiments recently tried upon these deep wells were so 
satisfactory that the Commissioners became cotivineed that 
deep wells were the only proper ones for Washington. There 
are two of these wells in the city at present. and more would 
have been sunk if there had been sufficient appropriation. 


THE PUBLIC SERVICES. 


A Changes. Official list of changes in the stations and duties 0? 
officers serving in the Medical Department, U. S. Army, from August 
10, 1895, to August 16, 1895. 

The leave of absence granted Capt. Junius L. PowEL., Assistant Sur- 

eon U.S. Army, is extended one month. 

The extension of leave of aosence on account of sickness granted Major 
CLARENCE EWEN, Surgeon, is further extended two months on ac- 
count of sickness. 


N mges. Changes in the Medical Corps of the U. 8. Navy fcr 


avy Cha 
the week ending August 17, 1895 
August 14, Assistant Surgeon M. 8. GuEstT to the “‘ Minnesota.” 


Marine-Hospital Changes. Official list of changes of stations and 
duties of medical officers of the U. 8. Marine-Hospital Service, for 
the fifteen days ended August 15, 1895. 


P. a Seryece EUGENE WASDIN granted leave of absence for ten days, 
ug. 1, 
. A. Surgeon L. L. WILLIAMS, to proceed to South Atlantic Quarantine 
Station on temporary duty on being relieved by Assistant Surgeon 
E. ProcHazka, Aug. 6, 1895. 
A. Surgeon W. P. McIatosu, — leave of absence for thirty days 
from Sept. 1, 1895. Aug. 5, 1805. - 
. A. Surgeon G. M. MAGRUDER to assume command of smallpox camp, 
Eagle Pass, Texas. Aug, 10, 1895. 
P. A. Surgeon H. D. GEDpDINGS, granted leave of absence for thirty days 
on being relieved by P. A. Surgeon L, L. WILLIAMS. 
P. A. Surgeon B. W. Brown, to proceed to New London, Conn., as In- 
spector. Aug. 15, 1595. 
P. A. Surgeon M. J Rosenav, to proceed to Eagle Pass, Texas, for tem- 
penny duty. Aug. 4, 1895, 

Assistant Surgeon Jas. A. NYDEGGER, to assume charge of Detention 
Camp, Waynesville, Ga.,in addition to other duties. Aug. 14, 1 
Assistant Surgeon FE. PROCHAZKA, to proc to Charleston, 8. C., for 
temporary duty. Aug. 6, 1895. 


LETTERS RECEIVED. 
A. Baltimore, Md.; Alma Sanitarium Co., Alma, Mich. 


. N. Jr.,Canton, 
Chesman, Nelson & Co., 8t. Louis, Mo.; Coil, H. E., Middle Branch, 
N. Y.; Collings, 8. P., (2) Hot Springs, 


Ashby, T. 
Bassett, J 
Ohio; Cone, Audrew, New York, 


rk. 
Davis, Chas. G., Chicago, Ill. 
n, F. B., Ore, 
Field, A. G., Des Moines, lowa. 
Gibon, A. L., Washington, D. C.; Gaston, J. McFadden, Atlanta, Ga. 
Hildreth. M. L., Lyons, Neb.: H pple, G. E., Seven Valley, Pa.; 
Hummel, A. L., (2) Philadelphia, Pa.; Hansen, Harold C., New York, 


Ingraham, ©. W., Binghamton, N. Y. 

Kelly, W. R., Watonga, Okla Ter.; Kierulff, B. F., Marshalltown, Iowa; 
Kansas City Ady. Co., Kansas City, Mo. 

Lentz, Chas. & Sons, Philadelphia, Pa. 

Milliken, Jno. F. & Co., St. Louis, Mo.; Michael, M., Chicago, I11.; 
Maltine M’fg Co., New York, N. Y. 

N . P., Chicago, 
Wm., Phil 


Rossington, Smith & Dallas, To * Kan, 

Stearns, F. & Co., Detroit, Mich.; Spalding, W. C., New York, N. Y.; 
Sheiffelin & Co., New York, N. Y. 

Taylor, R. H., Griffin, Ga, 

‘incent. D., LaPorte, Ind.; Valentine, F.C., New York, N. Y. 
Voolsey, E. H., Oakland, Walker, H. 0., Detroit, Mich.; Wood- 


idge, John E., Youngstown 
Leigler, 8. L., Philadelphia, Pa. 
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| The leave of absence for seven days granted to Captain R. J. Gipson, " 
Assistant Surgeon, is extended twenty-three days. 7% 
apt. Louis 8. TEsson, Assistant Surgeon, is relieved from duty as At- a 
tending Surgeon, at Headquarters sepermnens of the Missouri, and 
Examiner of Recruits at Chicago, lll., and ordered to Fort Ethan 
| Allen, Vermont, for duty, relieving Capt. AARON H. APPED, Assist- ; 
| ant Surgeon. Capt. APPEL, on being thus relieved, will report for : 
| duty as Attending Surgeon and Examiner of Recruits, Chicago, Il. 
| 
J. B., Snow Hill, Md. 
} 
i 


